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Preface 


It has been more than 20 years since the appearance of the first edition of 
this book. At that time boundary violations in psychoanalysis were still some- 
thing of a taboo topic. As I type this preface today, the field has adjusted to the 
notion that psychoanalysis is plagued with both sexual and nonsexual boundary 
violations. Indeed, boundary violations are the Achilles’ heel of our profession, 
tarnishing the image of psychoanalysis and raising questions in the minds of po- 
tential psychoanalytic patients about what we are up to. 

In the first edition, my friend and colleague, Dr. Eva P. Lester, was my coau- 
thor. She passed away in 2008 after a distinguished career in psychoanalysis, and 
Iam grateful that I had the opportunity to work with her. Although I was sad- 
dened by her death, I know that she would want me to continue to advance our 
understanding of boundary transgressions and their causes. Hence, I am writ- 
ing the second edition on my own and taking the field a step or two further. In 
the time that has passed, I have continued to work in the field of boundary vi- 
olations, from 1995 to 2001 at the Menninger Clinic in Topeka, Kansas; from 
2001 to 2011 at the Baylor College of Medicine Psychiatry Clinic in Houston, 
Texas; and from 2011 to the present in a private practice setting with a team of 
five colleagues, known as The Gabbard Center, in Houston, where we conduct 
three-day outpatient evaluations of professionals. I have now treated, evaluated, 
or consulted on more than 300 cases involving boundary violations of psycho- 
analysts, psychotherapists, and other helping professionals. 

In this edition, I have added a great deal of new material. Chapter 1 sets the 
stage with a discussion of the frame and its recent transformation into a more 
flexible construct with the influence of intersubjectivity and relational thinking. 
In Chapter 2 I provide an historical overview of how boundary violations 
emerged as part of the difficult birth of a new science and a new clinical spe- 
cialty. In Chapter 3 I examine the pathogenesis of sexual boundary violations— 
how they develop, how they destroy the analytic relationship, and how different 
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types of analysts transgress boundaries for different motives, both unconscious 
and conscious. I have reconsidered the classification of boundary violators put 
forth in the first edition. Although the categories have some utility in the assess- 
ment of suitability for rehabilitation and return to practice, I find that the com- 
plexities involved in sexual boundary violations grow more challenging with 
greater study. The superego is far more fluid than we once thought, and the par- 
ticular “fit” between analyst and patient may create an intersubjective matrix 
prone to enacting powerful forces that seem to overwhelm the good judgment 
of both patient and analyst. I have also been impressed that the capacity for self- 
deception is extraordinary, even in those who have been well analyzed and who 
are essentially ethical individuals. As a result, I have grown increasingly pessi- 
mistic about our ability to prevent boundary violations, even with significant 
educational efforts. 

Chapter 4 is an entirely new chapter that focuses on the role that suicidality 
plays in sexual boundary transgressions. One of the tragic dimensions in many 
cases is that intelligent and well-trained practitioners have convinced them- 
selves that having sex with a patient bent on self-destruction will magically cure 
him or her. How this fantasy develops and becomes enacted will be illustrated 
with a detailed clinical example. In Chapter 5 I focus on nonsexual boundary vi- 
olations, exploring the gray zone between countertransference enactments and 
true transgressions of boundaries. In Chapter 6 I examine the phenomenon of 
posttermination boundaries, helped by recent data available shortly before the 
completion of this book. 

Chapter 7 is another new chapter that attempts to chart an entirely new ter- 
ritory—boundaries in cyberspace. It is hard to imagine any other force in the 
last 20 years that has transformed society to the same extent as the Internet. The 
frame must now take into account texting, both in the office and outside the of- 
fice; e-mail communication; the erosion of anonymity by the widespread prac- 
tice of Googling one’s analyst; and the clinical phenomenon of a generation of 
young adults who live in a realm of instant communication. 

The last four chapters address elements that confront institutional life. In 
Chapter 8 I examine the nature of supervisory boundaries. In Chapter 9 I look at 
institutional contributions to the pathogenesis of boundary violations as well as 
optimal and less than optimal responses to complaints and rumors. The com- 
plicated topic of rehabilitation is also discussed in detail in this chapter. In 
Chapter 10 I provide an overview of the impact on patients of boundary viola- 
tions, a long-neglected area. Psychoanalytic institutes have increasingly become 
responsive to the needs of the victims rather than circling the wagons in the 
wake of a transgression. The final chapter grapples with the issue of prevention. 
Despite my pessimism about preventing boundary violations in the field, Iam 
convinced that some transgressions can be avoided by the use of consultation. 
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Hence, in Chapter 11 I focus on the uses and misuses of consultation with a col- 
league. 

As with the first edition of this work, presenting clinical material is fraught 
with difficulties in this area. In some cases I have disguised individual identities 
by creating composite cases that capture the major psychological themes rele- 
vant to the discussion. In other cases, I have obtained written permission from 
the therapists and analysts I have seen in consultation or treatment after they 
have carefully reviewed the disguised case material pertaining to them. I hope 
the reader will share my view that our urgent need to understand the phenom- 
enon of boundary transgressions in the field warrants the use of delicate mate- 
rial for presentation. 

Although a writer works in isolation to a large extent, he or she is not alone. 
There are many stories that I carry with me as I write, many internalized expe- 
riences with both colleagues and victims, and the rich clinical experience of 
nearly 40 years in practice. I have benefitted from my discussions with a broad 
range of colleagues. At the risk of leaving someone out, I would like to mention 
a few by name: Andrea Celenza, Holly Crisp-Han, Jay Greenberg, Gabrielle 
Hobday, Axel Hoffer, Judith Kantrowitz, Howard Levine, Marvin Margolis, 
Marki McMillan, the late Morris Peltz, Kenneth Pope, Irwin Rosen, Gary 
Schoener, and Judith Yanof. I am grateful to have had the privilege of working in 
this field and for helping so many people wrestle with their demons. I also wish 
to thank John McDuffie and Greg Kuny of American Psychiatric Association 
Publishing for their assistance with this project and Jill Craig for her meticulous 
and conscientious typing of my manuscript. 


Glen O. Gabbard, M.D. 
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CHAPTER 1 


The Analytic Frame, 
Analytic Boundaries, 
and the Analytic Object 


A BOUNDARY is usually a geographic term that precisely defines a border 
of a city, country, or other entity. The terms limit and boundary are interchange- 
able in the physicalistic sense, indicating an extent beyond which an activity or 
function cannot or should not take place. Within the discipline of psychoanal- 
ysis the term boundaries has a long history and has been used to denote the de- 
marcation between self and object components in the intrapsychic world, the 
boundary between the biological and psychological, a dimension of the ego, 
and a component of psychoanalytic process. In this book I will emphasize the 
concept of boundaries in terms of the interpersonal dimension of the analytic 
setting. The interpersonal, however, is inextricably linked to the intrapsychic, 
and I will illustrate how internal boundaries may have significant influences on 
external boundaries. 

In recent years the most common use of the term boundaries has been re- 
lated to the notion of “professional boundaries” between analyst and patient 
(Celenza 2007; Gabbard 2009a; Gabbard and Hobday 2012; Gutheil 2014), re- 
flecting an expansion of the concept. In the process of defining the concept to 
include boundaries within the analytic space between patient and analyst, the 
term has become intimately related to a number of the leading controversies in 
psychoanalysis, including issues of abstinence, neutrality, optimal gratification, 
countertransference enactments, and self-disclosure by the analyst, as well as 
the notion of transference itself. 

Much of the recent concern about professional or analytic boundaries has 
emerged from the alarm at egregious cases of boundary violations that often re- 
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ceive wide-ranging coverage in the media and damage the reputation of psycho- 
analysis as a profession. In defining the analytic frame and the analytic 
boundaries within the process, I am also attempting to define the optimal psy- 
choanalytic situation. Moreover, considerations of the frame and boundary fa- 
cilitate the emergence of the analytic object, a crucial but largely unexamined 
development in analytic discourse. Hence, I begin this discussion by defining 
the frame, and the boundaries that constitute the architecture of the frame, as a 
way of leading directly into a consideration of the nature of the analytic object. 


The Analytic Frame 


The analytic frame is an envelope within which the treatment itself takes place. 
Although the term conjures up images of a picture frame, the concept is not 
nearly so rigid. Rather, it is a dynamic and flexible set of conditions that reflect the 
analyst’s ongoing efforts to respond to the patient while also establishing an opti- 
mal ambience for the analytic work. Robert Langs (1977) defined the frame as 


a multifaceted human container and living institution which sets the boundaries 
of the analytic relationship, creates the rules of the interaction, establishes the 
nature of the realities and fantasies that occur within it, offers an effective hold 
and means of security for the participants, defines the therapeutic qualities of 
the field, contributes to the nature of the communicative network within its con- 
fines, and generates certain selected anxieties in the participants as well. (p. 28) 


Langs further divided the frame into two sets of components. One set in- 
volves the details of the contractual understanding about the setting of analysis. 
These are relative constants that include such items as absence of physical contact, 
confidentiality, location of meetings in the analyst's office, positions of the analy- 
sand on the couch and the analyst in the chair behind the couch, payment of a set 
fee, and an agreed-on length and frequency of sessions. The second component 
involves human elements defining the interaction, including nonjudgmental ac- 
ceptance by the analyst, an attempt to understand the meaning of communica- 
tions and behaviors, relative anonymity of the analyst, agreement by the patient to 
say whatever comes to mind, abstinence from inappropriate gratifications, offer- 
ing of appropriate gratifications of concern and efforts to understand, interpreta- 
tion of unconscious conflicts as they become apparent, and a particular focus on 
understanding the interaction between the analyst and analysand. 

Vann Spruiell (1983) wrote about the analytic frame from a somewhat dif- 
ferent perspective than Langs. He stressed that his use of the term relates to frame 
theory and applies to the psychoanalytic setting certain views of social interac- 
tion derived from other disciplines. Specifically, Spruiell emphasized the rules by 
which certain kinds of interaction are “framed, meaning how they are defined 
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and delimited from other kinds of interactions between people. He defined the 
frame of the analytic situation as referring to “unchanging basic elements or 
principles of organization defining a specific social event and distinguishing it 
from other events” (p. 9). 

Much of Spruiell’s emphasis is on the deliberately unbalanced nature of the 
analytic dyad. To a large extent, the analytic frame is constructed and defined by 
the skewed nature of the interaction between the two participants. While the pa- 
tient lies on a couch and attempts to say whatever comes to mind, the analyst lis- 
tens silently much of the time without concentrating too intently but without 
drifting offto sleep either. The evenly suspended attunement of the analyst hov- 
ers above the process in such a way that attention is shifted back and forth be- 
tween the analyst’s own internal processes and the analysand’s associations. The 
analyst must simultaneously be a participant in a relationship and achieve a dual 
state of consciousness in which the relationship and the participation are ob- 
served at a distance (Friedman 1991). 

Following the analyst’s lead, the patient eventually joins with the analyst in 
elaborating and constructing the frame. The patient “learns the ropes” and starts 
to create a private and intimate relationship in which the past can be understood 
in its current-day repetition. 

Among other things, the analytic frame creates an atmosphere of safety. 
Powerful affects can be mobilized without fear of impingement or humiliating 
criticism from the analyst. The patient is given “space” to regress and to allow 
unacceptable unconscious wishes and feelings to emerge. It is precisely because 
the rules of the game are different from all other social interactions that the pa- 
tient is free to experience himself or herself in a new light. 


Analytic Boundaries 


The concept of analytic or professional boundaries is sometimes misconstrued 
to mean simply an arbitrary set of rules by which ethics committees and licens- 
ing boards determine whether or not disciplinary measures are needed. The 
concept is also often misunderstood to endorse an attitude on the part of the an- 
alyst that is rigid, robotic, and remote. A reification of Freud’s admonitions re- 
garding technique often haunts the beginning analyst. Such an extreme posture 
does not capture Freud’s intent, which was conveyed in a 1927 letter to Sandor 
Ferenczi: 


I considered the most important thing was to emphasize what one should not do, 
and to point out the temptations in directions contrary to analysis. Almost ev- 
erything positive that one should do I have left to “tact? the discussion of which 
you are introducing. The result was that the docile analysts did not perceive the 
elasticity of the rules I had laid down, and submitted to them as if they were ta- 
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boos. Sometime all that must be revised, without, it is true, doing away with the 
obligations I had mentioned. (Jones 1955, p. 241) 


When boundaries are caricatured, they can indeed lead to a countertrans- 
ference posture that is inflexible and cold. However, the intent is exactly the op- 
posite. Boundaries define the parameters of the analytic relationship so that 
both patient and analyst can be safe while also being spontaneous. Indeed, Eliz- 
abeth Lloyd Mayer (1994a) argued that one source of increased risk for bound- 
ary violations is the tendency to regard the analyst’s warm and caring feelings 
for the patient as an aberration of sorts. In other words, love for the patient may 
be at odds with a particular view of the analytic attitude internalized from years 
of supervision and didactic instruction about the analyst as objective “surgeon.” 
Mayer suggested that if such feelings were viewed as expectable, acceptable, and 
within the parameters of psychoanalytic technique, they would not be seques- 
tered ina secret, split-off sector of the analyst’s psyche where they might escalate 
to devastating proportions. 

An analogy may be useful. Visitors to the Grand Canyon note that they are 
protected from falling into the chasm by a guardrail placed strategically at the 
edge of the canyon. This safety measure allows children (and adults) to play and 
enjoy themselves while being at minimal risk for catastrophe. Although analytic 
boundaries in general are more flexible than a guardrail, in some areas, such as 
sexual contact, they are just as unyielding. 

Analytic boundaries, of course, are more than a guardrail—more than a re- 
straint device. One of the central paradoxes of the analytic situation is that the 
professional boundaries must be maintained so that both participants have the 
freedom to cross them psychologically. In other words, processes such as empathy 
and projective identification oscillate back and forth across the semipermeable 
membrane constructed by the analytic dyad. The analyst expects a therapeutic re- 
gression to occur in both participants so that more primitive states of fusion and 
exchange are possible. 

A developmental analogy illustrates the importance of a free-flowing ex- 
change of affect states. As Meltzoff and Moore (1992) suggested, young infants 
differentiate and develop an identity from early experiences of affect transmis- 
sion between infant and caregiver. Some of these intermodal exchanges of affect, 
similar to those communicated in a developmental state from the pre-object re- 
latedness period, are eventually revived in analysis. Through the analytic regres- 
sion, the patient may communicate not with words or representations but 
through bodily transmission of affect. 

Relevant to this discussion is Thomas Ogden’s (1989) developmental 
framework involving the dialectical interplay of three different modes of gener- 
ating experience. Two of these modes, the paranoid-schizoid and the depres- 
sive, derive from an extension of the work of Melanie Klein. The third, the 
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autistic-contiguous mode, reflects Ogden’s own synthesis and extension of the 
ideas of Esther Bick (1968), Donald Meltzer (1975), and Frances Tustin (1980). 
The autistic-contiguous mode is the most primitive of the three from a devel- 
opmental perspective and involves the development of an early sense of bound- 
ary between self and other based on the rhythm of sensation at the skin surface. 
As Ogden (1989) described the autistic-contiguous mode of experience, 


it is a relationship of shape to the feeling of enclosure, of beat to the feeling of 
rhythm, of hardness to the feeling of edgedness. Sequences, symmetries, period- 
icity, skin-to-skin “molding” are all examples of contiguities that are the ingre- 
dients out of which the beginnings of rudimentary self-experience arise. (p. 32) 


If the continuity of the experience in this mode breaks down, one may develop 
anxieties about one’s insides leaking out and becoming an amorphous entity 
without definition or surface. 

In the paranoid-schizoid mode, although a sensory boundedness between 
self and object has been established, object relatedness primarily takes the form 
of projective identification. Certain aspects of the individual, along with affective 
states, are split off and ejected into another person. This allows the projector to 
safeguard an endangered aspect of the self while also omnipotently controlling 
an object. The projector unconsciously induces feeling states in the recipient that 
are congruent with the projected affects or self and object constellations. Because 
a subjective sense of “I-ness” has not yet been fully developed in the paranoid- 
schizoid mode, projective identification is a direct communication from projec- 
tor to recipient without benefit of interpretation by a mediating subject. In this 
mode, the boundaries between self and object are sufficiently permeable that the 
recipient can feel coerced or “bullied” into responding as though he or she is part 
of the projector’s inner world. Moreover, symbol and symbolized are emotionally 
equivalent, so perceptions are regarded as things in themselves, as often seen in 
delusional transferences in which the “as if” quality has been lost. 

Full subjectivity with a subject that mediates between symbol and symbol- 
ized develops within the depressive mode of experience. Boundaries between 
self and other are more firmly established, so one experiences oneself as a per- 
son capable of thinking one’s own thoughts and feeling one’s own feelings. This 
mode also enables one to experience and empathize with the subjectivity of an- 
other. Whereas in the paranoid-schizoid mode both self and others are experi- 
enced as objects, in this mode self and other can be experienced as subjects. 

Although these three modes of experience have been separated to describe 
the specific characteristics of each, Ogden (1989) stressed that all three are oper- 
ative to varying degrees in every facet of human experience. From time to time 
one or another mode may predominate; psychopathology is regarded by Ogden 
as forms of collapse of the richness of experience generated by the three different 
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modes into one predominant mode. Similarly, shifts from one mode to another in 
patient, analyst, or both may influence the permeability of analytic boundaries. 

The analytic boundaries ensure that the analyst can contain and process 
feelings without acting inappropriately on them. Hence, the analytic boundaries 
may be the built-in structures within the frame that check, control, and eventu- 
ally “upgrade” primitive affects communicated through projective identifica- 
tion into a verbal, symbolic realm stemming from a developmental phase 
characterized by more mature object relations. The analytic boundaries need to 
be reasonably firm to permit these primitive communications to go from ana- 
lyst to patient as well as from patient to analyst. 

This discussion of the analyst’s response leads directly into a consideration 
of what is known as the professional or analytic role (Almond 1995; Casement 
1990; Gutheil and Gabbard 1993). The structural characteristics of the frame, 
such as the office setting, the fee, the duration of the session, the abstention from 
physical contact, the avoidance of gift giving, and the positions of the patient on 
the couch and the analyst behind the couch, are important in and of themselves, 
but all contribute to defining the specificity of the analytic role. As Richard Al- 
mond (1994) suggested, the analytic role allows the analyst to be subjectively or 
personally involved while also maintaining some degree of objectivity as a par- 
ticipant in a professional relationship. Casement (1990) stressed that the ana- 
lyst’s role is not to gratify libidinal demands (such as the wish to be loved, 
sexually satisfied, or taken care of in the way a parent takes care of a child) but to 
respond to growth needs (such as the need for empathic understanding, caring, 
and concern) and, on an ongoing basis, to make sense of the patient’s past ex- 
perience. These elements are often invoked to describe Winnicott’s (1963/1965) 
notion of the holding environment. This distinction can also be conceptualized 
as the difference between environmental provisions and instinctual gratifica- 
tions (Grotstein 1994; Lindon 1994). 

James Grotstein (1994) noted that the psychoanalytic rule of abstinence has 
become automatic and ritualized, so it has lost much of its meaning. He sug- 
gested that abstinence must be redefined in the context of what the analyst 
needs to provide to the patient to make the process viable. He observed that “the 
sine qua non of analysis is the provision of the rule of abstinence as well as of the 
secure frame of the analytic setting so as to achieve a holding environment for con- 
tainment/transformation/metamorphosis” (p. 600). 

Stephen Mitchell (1993) likened the distinction of Winnicott (1963/1965) 
and Casement (1990) to the difference between wishes and needs. However, he 
cautioned that determining which is which is often a highly complex undertak- 
ing and entails an inevitable amount of trial and error. He shares my view that 
the analytic frame must be flexible, and he has stressed that the appropriate 
frame may vary from patient to patient. Even the basic elements of the frame can 
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have entirely different meanings to different analysands. He cited an example of 
a patient for whom lying on the couch was reminiscent of a masochistic sub- 
mission to a domineering mother who insisted that the patient be absolutely si- 
lent and immobile after going to bed so she would not disturb the mother. In 
this case, getting up from the couch and moving around the office became a nec- 
essary part of the analytic frame. 

According to Mitchell (1993), the attitude of the analyst toward the patient's 
demands or requests is much more crucial than the direct content of the ana- 
lyst’s response. He also pointed out that the analytic frame is constructed by 
both analyst and patient conjointly, and each may view the dimensions of flex- 
ibility versus rigidity in entirely different ways: 


> 


It is apparent that one person's “firmness” is another’s rigidity, and that one per- 
son's flexibility is another's “caving in.” Both firmness and flexibility are import- 
ant and should be among the considerations of any clinician struggling with 
these situations.... The problem with the principle of standing firm is the as- 
sumption that it must mean to the patient what the analyst wants it to mean. 
Sometimes it does, and the patient feels encouraged by the analyst's ability to set 
limits, stand by his faith in the analytic process, resist allowing himself to be se- 
duced into dangerous departures. 

However, while the analyst thinks she is standing firm, the patient may feel 
he is being brutalized in a very familiar fashion. Many patients are lost because 
they feel utterly abandoned or betrayed by analysts who think they are maintain- 
ing the purity of the analytic frame. The frame is preserved; the operation is a 
success; but the patient leaves, climbing off the operating table in the middle of 
the procedure. (p. 194) 


A flexible frame has long been recognized as being necessary for patients 
who have more serious impairments in ego functioning and who need interven- 
tions that go “beyond interpretation” (Gedo 1993). In the 1950s, interventions 
designed to address patients who could not work well within the classical ana- 
lytic frame were often grouped together under the rubric of corrective emo- 
tional experience (Alexander 1950). Some of these interventions involved 
actively playing a role that was consciously designed to be different from that of 
the actual parental figure in the patient's life and therefore corrective. 

Today most analysts would acknowledge that every good analysis contains 
corrective experiences and that insight and corrective experiences work syner- 
gistically to produce good analytic results (Bass 2007; Jacobs 1990; Loewald 
1980b; Viederman 1991). These corrective experiences, however, are not con- 
trived with the intent of behaving in a way that is diametrically opposed to the 
behavior of the patient’s parents. Rather, they occur as an inevitable by-product 
of new experience in the analytic setting. For example, Hans Loewald (1980b) 
observed the following: 
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The re-experience by re-enactment of the past—the unconscious organization 
of the past implied in repetition—undergoes change during the course of treat- 
ment. In part these changes depend on the impact of current experiences with 
the analyst that do not fit the anticipatory set the patient brings to his experienc- 
ing another, mainly parental, person. In this manner the way of reliving the past 
is apt to be influenced by novel present experience. (p. 360) 


Although Kohut (1984) acknowledged that some form of corrective emo- 
tional experience occurs in analysis, he also made it clear that the analyst should 
not actively soothe the patient in an effort to become the good mother that the 
patient never had as a child. Instead, he proposed that the analyst should inter- 
pret the patient’s yearning to be soothed. Bacal and Newman (1990), who were 
influenced by both Kohut and the British school of object relations, suggested 
that the analyst provides corrective selfobject experiences for the patient that go 
well beyond interpreting the wish for such experiences. There is certainly a po- 
tential for boundary violations when the analyst embarks on a deliberate effort to 
provide such corrective experiences for the patient. Casement (1990) warned that 


what is therapeutic in analysis is not to be attained through any simple provision 
of “better” parenting. Analysts often find in their clinical work that their attempt 
(actively) to provide good experience for a patient almost invariably deflects the 
analytic process because it interferes with the patient’s use of the analyst in the 
transference. A prime reason for this is that patients often need to use the analyst 
in order to work through feelings about earlier experiences as they had been: it is 
not enough simply to have experience in the analytic relationship that might 
seem to be “corrective.” (pp. 342-343) 


The issue of how much gratification is optimal within the analytic bound- 
aries and frame is a thorny one that defies simple guidelines. For one thing, the 
concept of gratification in some ways implies an unambivalent wish on the part 
of the patient. Does the patient with sexual longings for the analyst really want 
those wishes concretely gratified? Maybe yes, maybe no, but the vast majority of 
analysands would be highly ambivalent about such gratification. If the patient is 
a victim of childhood incest and is unconsciously resurrecting the childhood 
situation in the analytic setting, it is difficult to imagine how consummating a 
sexual relationship could be construed as gratifying. Most of us would question 
whether a father is “gratifying” his daughter’s sexual longings even though we 
acknowledge that little girls have erotic desires for their father. 

The analytic situation has been aptly described by Leo Stone (1984) as one of 
“deprivation-in-intimacy” (p. 77). The intimacy is one in which there is an in- 
herent gratification; that is, the highest priority is the therapeutic obligation to 
the patient. Yet the setting also symbolizes a basic experience of separateness. 
Stone argued that one of the basic differences between an analyst and a tradi- 
tional physician is that the former represents the mother-of-separation as op- 
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posed to the mother involved with intimate bodily care (which is more closely 
aligned with the role of the typical physician). He also stressed, however, that 
principles such as abstinence must be implemented with a certain latitude and 
flexibility or they will defeat the very purpose of the psychoanalytic enterprise. 

Certainly, the analytic process entails a good deal of frustration, and both 
participants know that all the patient’s desires will not be satisfied. To establish an 
engagement that is lively and spontaneous, the analyst will inevitably vary the 
frame from day to day and from patient to patient. Mitchell (1993) suggested that 


what is most crucial is neither gratification nor frustration, but the process of ne- 
gotiation itself, in which the analyst finds his own particular way to confirm and 
participate in the patient’s subjective experience yet, over time, establishes his 
own presence and perspective in a way that the patient can find enriching rather 
than demolishing. (p. 196) 


The understanding of what transpires between analyst and analysand is, of 
course, the essence of the process. The key here is that the analyst must strive to 
act in the patient's best interests, even though those interests may be difficult to 
ascertain from moment to moment. 

Mitchell’s comments on how analysts find their own particular way to par- 
ticipate in the negotiation process with the patient reflect a growing awareness 
in the field that the analyst’s participation is a variable that shifts from analyst to 
analyst and, for each analyst, across patients. Jay Greenberg (1995) observed 
that there is an interactive matrix that serves to define the precise nature of the 
frame and the “rules” in each analytic dyad. In this regard, we must acknowledge 
that the varying degrees of elasticity of the frame are a reflection not simply of 
the patient’s specific needs but also of the analyst’s subjectivity. 

One patient agreed to an analytic process four times a week but insisted on 
sitting in a chair rather than using the couch. Her analyst explored the request 
with her, and the patient spoke at some length about how her mother “disap- 
peared” into mental hospitals several times while the patient was a child. To lie 
on the couch was experienced as a repetition of this trauma because the analyst 
disappeared from view. The analyst, on the other hand, explained that she found 
it much more difficult to achieve the optimal state of attentiveness when a pa- 
tient was looking directly at her. After a few sessions of discussion, they finally 
negotiated a compromise in which the patient would begin the analysis on the 
couch but could sit up when she felt particularly vulnerable to “losing” her an- 
alyst. This negotiated frame took into account both the patient’s needs and the 
analyst’s subjectivity. 

The analytic role is in part defined by the analyst’s dedication to the patient. 
Roy Schafer (1983) elaborated this point further in his definition of the analyst's 
role as involving a group of characteristics that define the analytic attitude. In- 
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cluded in these characteristics are forthrightness, the avoidance of either-or 
thinking, an emphasis on analyzing rather than reacting, a courteous and re- 
spectful effort to be helpful, an avoidance of acting on selfish motivations, and 
neutrality. 

Clearly, the analyst cannot entirely avoid reacting spontaneously, thereby 
making strict neutrality in the classical sense impossible to achieve. Greenberg’s 
(1986a) definition of neutrality as an attempt to remain equidistant between the 
old object and the new object may be more useful for the present purposes. In 
the course of the analytic work, the analyst is repeatedly drawn into counter- 
transference enactments that depart from an entirely neutral or nonjudgmental 
stance. To some degree, these responses represent behavior and feelings that are 
similar to those of old objects from the patient’s past as well as from the analyst’s 
past. In other ways, they represent new contributions from the analyst as a new 
and different object. The concept of countertransference enactment is consid- 
ered in some detail in Chapter 5. The critical factor we wish to stress here is that 
whatever the nature of the enactments brought about by the interaction, there 
must be an effort to analyze their meanings in collaboration with the patient 
(Gabbard 1995a; Mitchell 1993; Renik 1993). 

A recent major shift in psychoanalytic thinking is the widespread recogni- 
tion that the participation and personal presence of the analyst are always influ- 
encing the process, often in ways that are largely unconscious (Cooper 2015). 
For example, the analyst may espouse a nonjudgmental neutrality as part of the 
analytic frame but nevertheless unwittingly convey to her patient that she is dis- 
approving of the patient’s current romantic object choice. She may be surprised 
to hear her patient say “I can tell you don't like him.” Recognizing that she was 
unconsciously communicating something of her feelings to the patient, the an- 
alyst would then explore the patient’s perception further to see how the experi- 
ence was recapitulating past experiences of disapproval. At the same time, she 
would look within herself to identify her own contribution, from her own past, 
to the enactment. 

It is useful to distinguish boundary violations from boundary crossings 
(Gutheil and Gabbard 1998). The former tend to be egregious and repetitive, 
whereas the latter are milder in nature and occur occasionally in the course of an 
analytic treatment. Boundary violations are often not discussed with the pa- 
tient. Boundary crossings, on the other hand, are discussable and analyzable. 
Whereas boundary violations may destroy the treatment, boundary crossings 
often open up new areas of exploration in the treatment. An analyst who was 
about to go on vacation stood up at the end of her last session with a male pa- 
tient, only to be startled by his comment, “I hope your vacation is a good one. 
Where are you going?” Without thinking carefully, she replied, “I have to go to 
Denver to see my mother. She is very ill” The patient responded with a look of 
concern on his face. The analyst immediately knew she had let slip out some- 
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thing that was highly personal, and when she returned, she brought it up with 
her patient, who said that he had felt that she wanted him to worry about her. As 
they explored this reaction, he confided that he had always felt that his mother 
wanted him to worry about her. Hence, new ground was broken as a result of 
this boundary crossing. 

Self-disclosure is generally regarded as a breach of an analytic boundary, but 
as the preceding vignette illustrates, some degree of self-disclosure is inevitable. 
Irwin Hoffman (1991a) suggested that there are times when more direct self- 
disclosure may enhance the process. For example, when a patient asks the analyst 
a direct question, it may be useful for the analyst to reveal some aspects of his or 
her experience as well as of the conflict concerning whether or not to answer the 
question. However, self-disclosing of one’s personal problems or difficulties from 
childhood is rarely useful and should signal to the analyst that something is awry. 
Most helpful disclosures involve some version of clinical honesty in the here- 
and-now experience of the patient and the process (Gabbard and Wilkinson 
1994). I would, however, propose caution regarding self-disclosure of sexual feel- 
ings for the patient (Gabbard 1994a). Disclosure of erotic countertransference 
usually has a different meaning for the patient from other feelings in the analyst. 
It may overwhelm and confuse the patient. It may threaten the patient with the 
inherent link between sexual feelings and action. And it frequently leads to a 
collapse of the analytic space because the concrete has replaced the symbolic. 

Intrinsic to the widespread shift toward more flexibility in the frame is the rec- 
ognition that the patient must do analysis the way he or she must do it (Gabbard 
2000b). The principle that analysts must adjust their technical approach to fit 
the idiosyncrasies and wishes of the patient has long been known by a sensitive 
analyst. The Italian Seminars of Bion (2005) illustrated that Bion articulated this 
principle eloquently in his teaching. He emphasized that theory must never be 
privileged over direct clinical observation. Patients, after all, do not come to 
analysis because they are suffering from a theory. 


We could say that there is one collaborator we have in analysis on whom we can 
rely, because he behaves as if he really had a mind and because he thought that 
somebody not himself could help. In short, the most important assistance that a 
psychoanalyst is ever likely to get is not from his analyst, or a supervisor, or 
teacher, or the books that he can read, but from his patient. The patient—and 
only the patient—knows what it feels like to be him or her. (Bion 2005 p. 3) 


We certainly do not wish to capitulate our analytic role entirely and allow 
ourselves to be steamrolled by the patient. As Bromberg (2007) has eloquently 
stated, what is needed is a way to grant each part of the patient’s self some of 
what it desires without completely abdicating the analyst’s healthy self-interest. 

Bromberg emphasized that the so-called flexible frame really is the analyst. 
In other words, the analyst will go through many self-states in an analytic pro- 


12 Boundaries and Boundary Violations in Psychoanalysis 


cess, and changes in the frame are like changes in the “framer” Bass (2007) also 
stressed the need for negotiation in the frame, noting that the analyst will be 
drawn into various enactments because of countertransference blind spots and 
transference-countertransference vulnerabilities no matter how skilled the ana- 
lyst may be. Bass recognized that the patient cannot be the sole arbiter of whether 
a frame adjustment is optimal. I agree with Bass’s point. Elizabeth Bott Spillius 
(personal communication, 2000) once quoted Bion as saying in supervision that 
no animal would ever lie down in the presence of an unseen other because of the 
fear that it might be attacked. Some patients may find the supine position un- 
bearable and may need to sit up. At the same time, some analysts may feel that 
they can obtain their optimal state of consciousness more easily when the patient 
is not staring at them. Hence, some compromise may need to be negotiated. 

There are few elements of the frame that are requirements for an analytic 
process to take place—perhaps the prohibition against sexual contact and the 
notion of avoiding a business relationship with one’s patient are two of them. 
However, as Goldberg (2009) emphasized, the external trappings of the frame 
are what make analysis possible. Like Bion, he stressed that we must not mini- 
mize the importance of the “framing functions of the analyst-as-container 
which is the essential precondition of a liberation of the contained” (p. 672). 
From this standpoint the containing function itself is not actually negotiable be- 
cause there is no analytic process without it. Negotiation always involves limits 
of the analyst’s subjectivity—for example, some analysts may be characterolog- 
ically more private than others and therefore may limit self-disclosure. More- 
over, negotiation may be limited by the analyst’s staunch refusal to sacrifice the 
basic containing function that analysis provides to the patient. Hence, the ana- 
lyst’s role can certainly bend with a flexible frame, but it cannot break. 

The statement that the basic containing function cannot be dismissed still 
leaves ample room for improvisation. As Ogden and I noted in our thoughts 
about the process of becoming an analyst, 


Analysis is not an experience that can be mapped out and planned. Events hap- 
pen between two people in a room together, and the meaning of those events are 
discussed and understood. Analysts learn more about who they are by partici- 
pating in the “dance” of the moment. The extent to which the analyst is “alive” 
may depend on the analyst’s willingness and ability to improvise, and to be im- 
provised by, the unconscious of the analytic relationship. (Gabbard and Ogden 
2009, p. 323) 


The Analytic Object 


The consideration of the analytic role serves as a convenient segue to an exam- 
ination of the analytic object. Freud (1915/1958) recognized the uniqueness of 
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the analytic relationship when he noted that analysis represents a type of rela- 
tionship “for which there is no model in real life” (p. 166). Indeed, the analytic 
object is created by careful attention to the analytic frame and the analytic 
boundaries. The frame and boundaries facilitate the emergence of a specific 
type of object that is constructed by the interaction of the patient and analyst 
and contains the interpretive material generated during analysis. 

The mutative process of psychoanalysis involves both the internalization of 
the relationship with the analyst and the achievement of insight through interpre- 
tation. From this consensus, it follows that the analyst must be both a transference 
object, subject to interpretive work, and a new object, subject to internalization. 
As Greenberg (1986b) noted, “If the analyst cannot be experienced as a new ob- 
ject, analysis never gets underway; if he cannot be experienced as an old one, it 
never ends” (p. 98). Follow-up studies (Pfeffer 1993) reflect the fact that the an- 
alyst remains mentally represented for the patient as both an old and a new ob- 
ject, so this bimodal representation is an achievement of analytic work that 
persists. 

The analytic frame and the analytic boundaries together provide an atmo- 
sphere that facilitates the emergence of the analyst as a transference object 
(Baker 1993). The relative anonymity in the analytic role serves as fertile soil for 
the displacement of past objects in the patient’s life into the present relationship 
with the analyst. Ronald Baker (1993) argued that the new object will not emerge 
until the transference object is extensively analyzed and interpreted. Baker's 
point is important because of the frequent confusion between the analyst as an 
idealized transference object and the analyst as a new object. 

Particularly in the analysis of patients who have experienced childhood 
trauma, the analyst may be regarded as an idealized rescuer who will make up for 
the bad experiences from the patient’s past (Davies and Frawley 1992; Gabbard 
1992, 1994b). Mitchell (1993) observed, however, that the desires of adult pa- 
tients should not be viewed as simply replacements or compensations for depri- 
vations of childhood (as the patients themselves often view them). Childhood 
trauma goes through various adult transformations and may become angry re- 
venge or overvalued suffering. Hence, gratification of these desires is not likely to 
bring about the result for which the patient hopes. 

Much of the confusion arises from a tradition within the analytic literature 
of equating the analyst’s role with that of a parent. Loewald (1960) compared 
the analytic process to one involving reparenting. Although there are certainly 
elements of the analyst-patient relationship that recapitulate and parallel the 
parent-child relationship, the analogy can be misused to justify a folie à deux in 
which the patient desperately wants the analyst to become the “good parent” to 
make up for the “bad parent” of the past and the analyst colludes with this wish 
by attempting to become an idealized figure who will compensate the patient for 
past traumas. 
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Casement (1985) argued that taking the patient’s transference wishes liter- 
ally and attempting to gratify them blurs the distinction between symbolic hold- 
ing and literal holding. The patient needs to experience past trauma and the old 
object relationship as they originally were, as well as have the experience of an- 
alyzing this transference wish with the analyst. Only then can old trauma be 
worked through. 

Systematic analysis of the transference within the analytic frame ultimately 
provides the patient with a new object experience. Morris Eagle (1987) sug- 
gested that the safety of the analytic setting along with the analyst’s survival of 
the patient’s attacks send a powerful message to the patient. He even compares 
this message to an unspoken interpretation that helps the patient understand 
that the analyst is a new object, different from the original traumatic object, and 
that the analysis itself is not the original traumatic situation. 

The analytic object, therefore, is in one sense an amalgam of the transfer- 
ence object and the new object. In that regard, it is a joint creation of the inter- 
penetrating subjectivities of the two participants (Gabbard 1995a). Ogden 
(1994) argued that the core of the analytic process is the dialectical movement of 
subjectivity and intersubjectivity between analyst and patient: “There is no such 
thing as an analysand apart from the relationship with the analyst, and no such 
thing as an analyst apart from the relationship with the analysand” (p. 63). In 
this homage to the Winnicottian view of mother and child, Ogden is suggesting 
that transference and countertransference reflect a dialectic between the analyst 
as a separate entity and the analyst as a joint creation of the intersubjectivity of 
the analytic process. Ongoing projective identification between the two partic- 
ipants creates an interpersonally decentered subject that he refers to as “the an- 
alytic third” The analysis itself takes shape in the interpretive space between the 
analyst and the analysand. 

One implication of Ogden’s view is that three subjectivities can be identified 
in the psychoanalytic work: the subjectivity of the analyst, the subjectivity of the 
patient, and the subjectivity of the analytic third. Projective identification si- 
multaneously negates and reappropriates both subjectivities to create a new 
“subject.” From the patient’s perspective, this subject is also the analytic object. 
In this sense, the object is indeed a new creation of the setting. It is jointly con- 
structed by analyst and analysand (and their internal objects) through the long 
repetitions of the analytic process within well-prescribed frames and “rituals? 

In conclusion, each analytic dyad creates its own analytic object. To accom- 
plish this task, an analytic frame with its own unique set of analytic boundaries 
is forged in the crucible of the analytic interaction. Despite the individual dif- 
ferences in these elements, certain overriding characteristics define the analyst's 
role as specifically psychoanalytic. These include relative restraint; an avoidance 
of excessive self-disclosure; regularity and predictability of sessions; a devotion 
to understanding the patient; a generally nonjudgmental attitude; an acknowl- 
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edgment of complexity in motives, wishes, and needs; a sense of courtesy and 
respect for the patient; and a willingness to put one’s own desires aside in the ser- 
vice of a greater understanding of the patient. 


CHAPTER 2 


The Early History of Boundary 
Violations in Psychoanalysis 


IN a letter of December 31, 1911, Freud wrote to Carl Jung about a matter of 
concern: 


Frau Chas told me all sorts of things about you and Pfister, if you can call the hints 
she drops “telling”; I gather that neither of you has yet acquired the necessary ob- 
jectivity in your practice, that you still get involved, giving a good deal of your- 
selves and expecting the patient to give something in return. Permit me, speaking 
as the venerable old master, to say that this technique is invariably ill-advised and 
that it is best to remain reserved and purely receptive. We must never let our poor 
neurotics drive us crazy. I believe an article on “counter-transference” is sorely 
needed; of course we could not publish it, we should have to circulate copies 
among ourselves. (McGuire 1974, pp. 475-476) 


More than 100 years later, similar concerns about countertransference enact- 
ments and sexual boundary violations haunt the psychoanalytic profession. Un- 
like Freud, however, most contemporary analysts agree that discussions of 
countertransference no longer require a shroud of secrecy. Our journals regularly 
offer scientific contributions that feature frank disclosures of countertransfer- 
ence issues in the author’s work. The analyst’s countertransference enactments 
are widely regarded as both inevitable and useful to the process (Bass 2015; 
Chused 1991; Cooper 2014; Gabbard 1994f; Jacobs 1993a, 2013; Renik 1993). 
Much of the enthusiasm for the concept of enactment, however, stems from 
the assumption that enactments are partial and that the analyst catches himself 
or herself before the enactment leads to a gross and unethical boundary viola- 
tion. Indeed, enactments occur on a continuum from subtle changes in body 
posture to frank sexual involvement with the patient. More profound enact- 
ments that involve significant violations of the analytic frame are less likely to 
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appear in the pages of our journals and in the public forums of our scientific 
meetings. 

The notion of professional boundaries is a relatively recent addition to psy- 
choanalytic practice. Freud and his early disciples indulged in a good deal of trial 
and error as they developed psychoanalytic technique. Most of Freud’s circle 
persevered in their efforts to define technique and were sucked into the vortex of 
a host of major boundary transgressions. As Freud noted to Oscar Pfister in a 
1910 letter, “the transference is indeed a cross” (Meng and Freud 1963, p. 39). As 
Freud’s 1911 letter to Jung quoted at the beginning of this chapter suggests, the 
concept of countertransference had not been systematically elaborated, so many 
of the early analysts lacked a solid conceptual framework for understanding 
what was happening to them. 

The study of boundary violations in the history of psychoanalysis is also the 
study of the evolution of the concepts of transference and countertransference. 
As Andre Haynal (1994) pointed out, issues of transference, countertransfer- 
ence, and the optimal level of emotional involvement by the analyst all evolved 
in the context of triangles involving boundary violations. First, Freud was the 
third party in the Carl Jung-Sabina Spielrein relationship, and shortly thereafter 
he was enlisted to solve the problematic involvement between Sandor Ferenczi 
and Elma Palos. Finally, a similar triangle was created when Freud analyzed Loé 
Kann, Ernest Jones's common-law wife. 

The correspondence between Freud and Jung, between Freud and Ferenczi, 
and between Freud and Jones has provided extraordinary insights into the un- 
derlying dynamics of boundary transgressions in psychoanalysis. Analysts read 
these transcripts not only because of their historical value or because they pro- 
vide titillating gossip; we study them to attempt to understand the fundamental 
vulnerabilities of the psychoanalytic situation. To paraphrase George Santayana, 
those who do not study the history of boundary violations may be condemned to 
reenact them with their own patients. 

Early on in his work with hysterical patients, Freud learned that patients of- 
ten fall in love with the analyst and expect reciprocal feelings: 


In not a few cases, especially with women and where it is a question of elucidat- 
ing erotic trains of thought, the patient’s cooperation becomes a personal sacri- 
fice, which must be compensated by some substitute for love. The trouble taken 
by the physician and his friendliness have to suffice for such a substitute. (Breuer 
and Freud 1955, p. 301) 


As Lawrence Friedman (1997) stressed, the psychoanalytic situation involves an 
element of seduction. The patient is “misled” by the analyst to expect love, whereas 
the analyst tends to provide an ill-defined substitute for love. Friedman acknowl- 
edged the fact that the exact nature of that substitute remains difficult to define. 
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The vicissitudes of love or substitutes thereof continued to haunt Freud 
throughout the development of psychoanalytic technique. Recognizing the 
power of transference love to keep the patient involved, he noted in a letter to 
Jung that “the cure is effected by love” (McGuire 1974, pp. 12-13). A little more 
than a month later, a comment in the minutes of the Vienna Psychoanalytic Soci- 
ety seemed to confirm this view: “Our cures are cures of love” (quoted by Haynal 
1994, p. xxvi). It is important to clarify, however, that Freud was not referring to 
the analyst’s love as curative. Rather, he was stressing that the patient’s love for 
the analyst is essential to the cure. 

It should be noted that Freud’s understanding of transference was rather ru- 
dimentary in the years before and after the turn of the twentieth century. In his 
description of a patient who developed a wish that Freud would kiss her, he 
noted that such wishes arise through the phenomenon of transference, which he 
attributed to a “false connection” (Breuer and Freud 1955, p. 302). This was the 
first appearance of the term transference in Freud’s writing. In an extensive foot- 
note to his discussion of Frau Emmy Von N., Freud (Breuer and Freud 1955) 
elaborated on this notion. His meaning clearly reflected a rather restricted view 
of transference, namely, that when an unconscious connection is not apparent 
to the patient, the patient manufactures a conscious or false connection to ex- 
plain his or her behavior. Freud revisited this idea that transference love was in- 
herently “false” or “unreal” at some length 20 years later in “Observations on 
Transference Love” (Freud 1915/1958). A careful reading of that paper suggests 
that Freud had shifted his view a bit to acknowledge that there were “real” as- 
pects of transference love in addition to those that stemmed from unconscious 
connections with significant figures in the patient's past. 

In his struggle to clarify whether transference love was similar to or different 
from love outside the analytic setting, Freud appeared somewhat equivocal 
(Gabbard 1994b; Schafer 1993), lending an air of ambiguity to the issue that per- 
sists to this day. In a postscript to the Dora case, Freud (1905/1953a) recognized 
that transference involved an erotic reenactment of a drama from the past. If the 
past experiences were of a positive nature, the patient would be suggestible and 
compliant in the transference. If they were negative, the patient would be resis- 
tant (Kerr 1993). 

Because Freud was influenced by figures such as Hippolyte Bernheim, many 
observers have assumed that he regarded persuasion and suggestion as the ac- 
tive ingredients in psychoanalytic treatment. His position was actually a bit 
more complex. Freud regarded erotic attraction as the true vehicle of cure, 
whether the cure was by hypnotic suggestion or psychoanalysis. In his corre- 
spondence with Jung, he explained that the patient’s erotic attraction to the an- 
alyst accounts for the patient’s efforts to understand and listen to the analyst's 
interpretations. 
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Freud, Jung, and Spielrein 


Much of Freud's conceptual struggles with transference, countertransference, and 
the concept of love can be glimpsed in his correspondence with Jung. In 1904 
Jung analyzed Sabina Spielrein, his first analytic case, in a period of approximately 
2 months (Kerr 1993). Following termination, Jung and Spielrein developed a 
working relationship in Jung’s psychology lab. When Spielrein became a begin- 
ning medical student, the friendship between the two intensified. In the midst of 
this friendship, there were intermittent interviews that revived aspects of the 
analyst-patient relationship. Four years after the original 2-month treatment, 
Jung and Spielrein engaged in a tempestuous love affair that culminated in Spiel- 
rein’s attacking Jung and drawing blood when he attempted to end the relation- 
ship. Her reaction to Jung’s efforts to end the relationship is a common 
development in such boundary violations and has been described as “cessation 
trauma” (Gutheil and Gabbard 1992). 

The relationship between Jung and Spielrein is a cogent illustration of why 
so many posttermination romantic relationships present the same difficulties as 
those that are concurrent with analysis. Although the treatment had officially 
ended, the transference and countertransference dimensions of the relationship 
continued with a life of their own outside the formal confines of treatment. 
These phenomena are discussed extensively in Chapter 5. 

Whether or not Jung and Spielrein actually engaged in sexual intercourse can- 
not be established with certainty from the written correspondence and other doc- 
uments remaining. However, the details of “did they or didn't they” are relatively 
unimportant in light of the pervasively boundaryless relationship that character- 
ized the years following the analysis. The scholarship of John Kerr (1993) and 
Aldo Carotenuto (1982) has reconstructed the Jung-Spielrein relationship in suf- 
ficient detail that much can be gleaned from the data about the development of 
such relationships. 

As Jung’s first patient, Spielrein was extraordinarily special. Infatuated with 
Jung, Spielrein went on to attend medical school and move into the role of student 
and friend. The two of them soon began to view each other as soul mates who 
were connected through mystical, telepathic bonds. Jung, who was prone to an in- 
terest in the occult and parapsychology, became convinced that Spielrein and he 
could know what the other was thinking without verbalizing their thoughts. 

It is noteworthy that Jung pointedly avoided using the term transference, 
even after the appearance of Freud’s Dora case in 1905 (Freud 1905/1953a; Kerr 
1993). He eventually used the term transposition instead. There is something in- 
herently humbling in the psychoanalytic notion of transference. The analyst 
must reluctantly acknowledge that forces are at work that transcend his or her 
irresistible magnetism. If any other analyst were sitting in the chair, similar feel- 
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ings would appear. Analysts who fall in love with their patients and become sex- 
ually involved with them often long to believe in the exclusivity of the patient’s 
feelings toward them and cannot bear the pain of thinking that feelings of such 
intensity could be transferred to someone else (Gabbard 1994f). 

Another dimension to the Jung-Spielrein relationship was brought to light by 
Kerr’s (1993) analysis of the psychological themes in their scientific writings of 
the time. Jung was preoccupied with the image of mothers as terrible and 
destructive. Apparently because of his intense resentment of his own mother, 
Jung dwelled on an image of a malevolent, incestuous mother who was respon- 
sible for man’s mythological descent into hellish nether regions. At the same 
time, Spielrein’s writings were concerned with the inevitability of destruction as a 
necessary accompaniment of love. As Kerr noted, “the two texts, his and hers, adjoin 
each other like severed halves of a forgotten conversation” (Kerr 1993, p. 333). 

Spielrein’s long-neglected thesis deserves further study. Sexuality, in her view, 
always harbors an implicit threat of dissolution of the self. From a Darwinian per- 
spective, the survival of the species is superordinate to the narcissistic investment 
of the individual. Part of her notion that sexuality involved dissolution was based 
on her view that fusion rather than pleasure might be the aim of the sexual act (a 
hypothesis that psychoanalytic clinicians often confirm in the exploration of pa- 
tients’ sexual fantasies). Therefore, the ego must always resist sexuality at some 
level, and Spielrein suggested that the defenses against disintegration of the self 
most often took the form of inner images of death and destruction. 

Connections between sexuality and death had been observed for centuries in 
legend (e.g., Tristan and Isolde), in colloquial phrases (e.g., the French term for or- 
gasm, la petite mort), and in verse (e.g., the poetry of John Donne). However, the 
particular connection forged by Spielrein seems to have had specific significance 
for the relationship she was involved in with her former analyst. Indeed, the rela- 
tionship nearly destroyed Jung's career and brought Spielrein to the edge of despair. 
Jung tried to rationalize his way out of his unethical behavior by explaining to Spiel- 
reins mother in a lengthy letter that he had never charged her a fee for his services: 


I could drop my role as doctor the more easily because I did not feel profession- 
ally obligated, for I never charged a fee.... But the doctor knows his limits and 
will never cross them, for he is paid for his troubles. That imposes the necessary 
restraints on him. (Carotenuto 1982, p. 94) 


In another letter, he stated to Spielrein’s mother that “I have always told your 
daughter that a sexual relationship was out of the question and that my actions 
were intended to express my feelings of friendship” (Kerr 1993, p. 207). He later 
described his correspondence with Frau Spielrein to Freud as a bit of “knavery.” 

Many modern cases of sexual boundary transgressions by analysts in some ways 
confirm Spielrein’s thesis. One of the most striking aspects is the self-destructiveness 
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in the analyst’s behavior that is obvious to everyone but the analyst. It appears 
that the analyst unconsciously enacts a masochistic scenario that relates to child- 
hood wishes of self-sacrifice. Often, the details of this fantasy involve a wish to 
“go out in a blaze of glory” by acting on incestuous wishes for a parent and expe- 
riencing the retaliation and punishment for a forbidden act of pleasure. Sexual 
consummation with the patient offers a special means of actualizing such mo- 
tives. Jung ultimately enlisted Freud’s help in extricating himself from the situa- 
tion, but Spielrein continued to feel that she had been used and was deeply hurt 
by the relationship. 


Freud, Ferenczi, and Palos 


Freud later observed a similar turn of events in Ferenczi’s treatment of Elma 
Palos. Ferenczi had previously analyzed Elmas mother, Gizella, a married 
woman who had been his mistress. Ferenczi fell in love with Elma in the course 
of his analyzing her and finally persuaded Freud to take over the case (Dupont 
1988; Haynal 1994). What ensued was a rather remarkable series of boundary 
violations. Freud made regular reports to Ferenczi regarding the content of the 
psychoanalytic treatment of Elma and specifically kept Ferenczi informed of 
whether or not Elma continued to love him. He also sent confidential letters to 
Gizella about Ferenczi. Ultimately, Ferenczi took Elma back into analysis, but she 
ended up marrying an American suitor, and Ferenczi married Gizella in 1919. 

It is clear from the Freud-Ferenczi correspondence that Freud found the sit- 
uation messy and highly disconcerting. In a letter to Gizella Palos in 1911, he 
made the following observation: 


The main difficulty is this: Does one want to build this alliance for life on con- 
cealing the fact that the man has been her mother’s lover in the fullest sense of 
the word? And can one rely on the fact that she will take it well and overcome it 
in a superior manner when she knows it? (Brabant et al. 1994, pp. 320-321) 


Freud did not try to disguise his feeling that Gizella should be the preferred 
choice for Ferenczi. In his correspondence with Ferenczi, Freud made a number 
of disparaging comments about Elma, including that she had been spoiled by her 
father’s lavish attention and was incapable and unworthy of love. Judith Dupont 
(1994) explained this departure from neutrality as a reflection of Freud’s concern 
that a young wife and children might have distracted Ferenczi from his devotion 
to the psychoanalytic “cause? 

Ferenczi appeared to gain some perspective on the situation when he inter- 
rupted the treatment of Elma and sent her to Freud. On New Year’s Day of 1912, 
he noted to Freud that “I had to recognize that the issue here should be one not 
of marriage but of the treatment of an illness” (Brabant et al. 1994, p. 324). Later, 
on January 20 of the same year, he wrote the following to Freud: 
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I know, of course, that by far the greatest part of her love for me was father trans- 
ference, which easily takes another as an object. You will hardly be surprised that 
under these circumstances I, too, can hardly consider myself a bridegroom any 
longer. (Brabant et al. 1994, p. 331) 


The relationship between inner boundaries (i.e., self and object representa- 
tions) and the erotized countertransference of Ferenczi appears to have been 
pertinent. Ferenczi viewed Elma as psychotic or near-psychotic and was fasci- 
nated by the apparent fusion of self and object and by her openness to him. A 
similar phenomenon occurred later in Jung’s career with Toni Wolff, but the 
chapter in Jung’s memoirs describing this episode was expurgated (Kerr 1993). 

Despite this messy situation, Freud subsequently took Ferenczi into analysis, 
a process that occurred in a series of three meetings (some of which occurred 
during 2- to 3-week holidays) between 1914 and 1916. A more informal analysis 
took place in the summers of 1908 and 1911. Freud appeared to have some mis- 
givings about jeopardizing the friendship by introducing an analytic relationship 
but nevertheless proceeded (Haynal 1994). The ensuing analysis (I use the term 
advisedly) took place after Freud and Ferenczi had voyaged to America together 
for the Clark University lectures. On the ship they did a bit of mutual analysis. 
Harold Blum (1994) suggested that their subsequent periods of analytic work 
should be thought of as “analytic encounters.” Freud would write Ferenczi letters 
addressed “Dear Son,’ in which he would suggest that they have two analytic 
sessions a day while also having a meal together. Hence, the analytic relationship 
occurred in parallel with other relationships, including mentor-student, close 
friend, and traveling companion (Blum 1994). Moreover, Freud apparently 
wished that Ferenczi would marry his daughter (Haynal 1994). 

To be fair to Freud, this blurring of the roles of friend and analysand caused 
him to undertake Ferenczi’s analysis with some trepidation. Indeed, the corre- 
spondence between the two of them suggests that Ferenczi placed a great deal of 
pressure on Freud to analyze him and that Freud finally capitulated after ex- 
pressing considerable reluctance. On the other hand, Freud had analyzed Max 
Eitingon during strolls through the streets of Vienna and Kata Levy during sum- 
mer holidays at her brother’s house (Dupont 1994). Ferenczi apparently entered 
the analytic process with bitterness that was masked by obsequious loyalty. In a 
letter of May 23, 1919, he made the following comment to Freud: 


From the moment you advised me against Elma, I developed a resistance against 
your person, that even psychoanalysis could not overcome, and which was re- 
sponsible for all my sensitivities. With this unconscious grudge in my heart, I 
followed, as a faithful “son,” all your advice, left Elma, came back to my present 
wife, and stayed with her in spite of innumerable attempts in other directions. 
(Quoted by Dupont 1994, p. 314) 
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After the analysis, Ferenczi continued to have resentment toward Freud 
because Freud had not analyzed his negative transference. Freud defended him- 
self in a letter of January 20, 1930: 


But you forget that this analysis took place 15 years ago, and at that time we were 
not at all sure that this kind of reaction must happen in all cases. At least, I was 
not. Just think, taking our excellent relationship in account, how long this anal- 
ysis would have had to go on to allow the manifestation of hostile feelings to ap- 
pear. (Quoted by Dupont 1994, p. 314) 


In that same letter, Freud seems to have come to the recognition that ana- 
lyzing someone with whom one has a preexisting friendship is ill-advised: “I no- 
tice that, in connecting things with our analysis you have pushed me back into 
the role of the analyst, a role I never would have taken up again toward a proven 
friend” (quoted by Dupont 1994, p. 314). 

Although Ferenczi renounced his wish to marry Elma, he went on to engage 
in other forms of boundary violations that were also problematic. After his break 
with Freud, deeply bitter about his “training” analysis, he began to experiment 
with mutual analysis. With four female American patients, he tried analyzing 
each patient for an hour followed by an hour in which he would let the patient 
analyze him. Entries in his diary at this time demonstrated his confusion of his 
own need to be healed with that of his patients: “Our psyche, too, is more or less 
fragmented and in pieces, and, especially after expending so much libido without 
any libido-income, it needs such repayment now and again from well-disposed 
patients who are cured or on the point of being cured” (quoted by Dupont 1988, 
p. 13). A few months after this entry of January 17, 1932, Ferenczi abandoned 
mutual analysis, apparently because of the obvious problems with confidential- 
ity. Ifhe stuck to the basic rule of saying whatever came to his mind, he would be 
telling one of his patients about the personal disclosures of other patients. 

Another form that Ferenczi’s wish to be loved and healed took was an effort 
to provide his patients with the love their parents had failed to provide them 
(Gabbard 1992). He saw his patients as victims of actual sexual trauma and 
abuse, and he sought to repair that damage. His technique included kissing and 
hugging the patient like “an affectionate mother” who “gives up all consider- 
ation of one’s own convenience, and indulges the patient’s wishes and impulses 
as far as in any way possible” (Grubrich-Simitis 1986, p. 272). He had grown up 
in a family with many siblings and never felt he received the love that he wished 
to have from his mother (Blum 1994; Grubrich-Simitis 1986). She was harsh 
and cold, in Ferenczi’s view, and he thus tried to give to his patients what he did 
not receive as a child (Gabbard 1992). On December 13, 1931, Freud expressed 
his growing concern about Ferenczi’s technique in a famous letter: 
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We have hitherto in our technique held to the conclusion that patients are to be 
refused erotic gratifications... where more extensive gratifications are not to be 
had, milder caresses very easily take over their role. A number of independent 
thinkers in matters of technique, will say to themselves: “why stop at a kiss?” 
Certainly one gets further when one adopts “pawing” as well, which after all 
doesn’t make a baby. And then bolder ones will come along, will go further to 
peeping and showing and soon we have accepted in the technique of psycho- 
analysis the whole repertoire of demiviergerie and petting parties, resulting in 
an enormous increase of interest in psychoanalysis among both analysts and 
patients.... Father Ferenczi gazing at the lively scene he has created will perhaps 
say to himself: maybe after all I should have halted my technique of motherly af- 
fection before the kiss. (Jones 1957, p. 164) 


Clearly, Freud was already aware of the well-known “slippery slope” phenome- 
non in which boundary violations that begin as minor and apparently harmless 
gradually escalate to major violations that are damaging to the patient. 


Freud, Jones, and Kann 


Freud was involved in another boundaryless menage a trois when he under- 
took the analysis of Loé Kann. Ernest Jones and Kann had been living as hus- 
band and wife (although not technically married) since shortly after they met 
in London in approximately 1905. Kann apparently came to him as a patient, 
as suggested by Jones's comment in a June 28, 1910 letter to Freud: “Now I have 
always been conscious of sexual attractions to patients; my wife was a patient 
of mine” (Paskauskas 1993). In 1908, when Jones moved to Canada, Kann 
joined him there. 

Jones’s reputation in Canada was marred by rumors that he was recom- 
mending masturbation to patients, sending young men to prostitutes, and even 
showing obscene postcards to patients to stimulate their sexual feelings. A for- 
mer patient threatened to charge him with having had sexual relations with her, 
so Jones paid her $500 worth of blackmail money to prevent a scandal. He ex- 
plained this situation in some detail to James Jackson Putnam in a letter of Jan- 
uary 13, 1911 (Hale 1971). He clarified that he had seen this patient four times 
for medical purposes and that there was no truth to her claim that she had had 
intercourse with him. Because she also attempted to shoot him, he retained the 
protection of an armed detective. Jones described the patient as a hysterical ho- 
mosexual woman who, after leaving his care, went to a woman doctor of strict 
moralistic views with whom she fell in love. Jones implied that his female col- 
league encouraged the former patient to bring charges against him. He felt he 
was foolish to pay the blackmail money and that the situation would be harmful 
to him whether he did or not. In a footnote to the Freud-Jones correspondence, 
Andrew Paskauskas (1993) suggested that the female doctor was Emma Leila 
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Gordon, an extremely religious member of the Women’s Christian Temperance 
Union, who frowned on alcohol consumption and loose living. 

Concerned that he would lose Kann, Jones asked Freud if he would analyze 
her. In 1912, Kann and Jones moved to Vienna so Freud could begin his treat- 
ment of her. She was afflicted with a number of somatic symptoms as well as 
morphine addiction. Freud was evidently quite taken by Kann; he told Ferenczi 
in a letter of June 23, 1912 that “I will be pleased to be able to expend much Li- 
bido on her” (Haynal 1994). The bond between Freud and Kann grew stronger 
as the treatment continued, even to the point that he invited her to spend Christ- 
mas Eve with his family (Appignanesi and Forrester 1992). Freud made regular 
reports to Jones, apparently without regard for confidentiality, just as he had 
done with Ferenczi when he analyzed Elma. In fact, a major topic of the Freud- 
Ferenczi correspondence was their parallel observations about Jones, whom 
Ferenczi was analyzing, and Kann. 

When Jones felt increasingly excluded from the process (more by Kann than 
by Freud), he became sexually involved with his maid, Lina. Meanwhile, Freud 
steered Kann in the direction of Herbert Jones, a young American to whom she 
was drawn (Appignanesi and Forrester 1992). 

Freud clearly saw Ernest Jones as sexually impulsive, and the correspon- 
dence during this time reflects his disapproval of Jones’s behavior. In a letter of 
January 14, 1912, he said to Jones, “I pity it very much that you should not master 
such dangerous cravings, well aware at the same time of the source from which 
all these evils spring, taking away from you nearly all the blame but nothing of 
the dangers” (Paskauskas 1993, p. 124). Paskauskas suggested that the reference 
to Jones's cravings as “dangerous” might have reflected Freud’s concern about 
Jones's sexual boundary violations with patients. Paskauskas also quoted Jones's 
letter of April 1, 1922, regarding his analysis of Joan Riviere: “It is over twelve 
years since I experienced any [sexual] temptation in such ways, and then in spe- 
cial circumstances” (Paskauskas 1993, p. 466). It is also significant that Freud's 
technique papers were written during the same time frame, which suggests that 
their emphasis on abstinence and objectivity may have grown out of concern for 
the boundaryless behavior of his disciples (Barron and Hoffer 1994). 


Freud’s View on Ethics 


Freud’s need to place himself in the role of consultant to his male protégés re- 
garding their women was clearly an overdetermined role that he found himself 
repeating again and again. Adam Phillips (1994) noted that Freud appeared to 
experience considerable glee in his ability to handle women whom Jones found 
unmanageable, such as Loé Kann and Joan Riviere. He also was patronizing to 
the point of condescension in his attitude toward Jones on these matters. 


The Early History of Boundary Violations in Psychoanalysis 27 


Freud's attitude about sexual relations between analyst and patient, however, 
was not nearly as cut and dried as implied by his correspondence with Jones and 
by his 1931 letter to Ferenczi. Although Jung expected a severe rebuke for his 
dalliance with Spielrein, Freud was surprisingly understanding and empathic. 
He wrote to Jung, 


Such experiences, though painful, are necessary and hard to avoid. Without them 
we cannot really know life and what we are dealing with. I myself have never been 
taken in quite so badly, but I have come very close to it anumber of times and had 
a narrow escape. I believe that only grim necessities weighing on my work, and 
the fact that I was ten years older than yourself when I came to [psychoanalysis], 
have saved me from similar experiences. But no lasting harm is done. They help 
us to develop the thick skin we need to dominate “counter-transference,” which is 
after all a permanent problem for us; they teach us to displace our own affects to 
best advantage. They are a “blessing in disguise.” (McGuire 1974, pp. 230-231) 


Freud took a similar attitude of tolerance when a sexual transgression by 
Victor Tausk came to light (Eissler 1983). Kurt Eissler noted that in contrast to 
the high ethical standards we have today in psychoanalysis, Freud quite possibly 
felt less puritanical about sexual boundary transgressions. Freud, like Jung, ap- 
peared to blame female patients for the transgressions of analysts: “The way these 
women manage to charm us with every conceivable psychic perfection until they 
have attained their purpose is one of nature’s greatest spectacles” (McGuire 1974, 
p. 231). Freud’s view of the female superego as more lax than the male counter- 
part is a clear subtext in this remark. Despite this censure of women, however, 
Freud expected the male analyst to be skilled enough to avoid the seduction 
(Eissler 1983). 

It is possible that Freud did not view ethics as a paramount concern to his 
new science. In a letter to the Protestant minister Oskar Pfister, who was a prac- 
ticing analyst, Freud made the following comment: 


Ethics are remote from me.... I do not break my head very much about good and 
evil, but I have found little that is “good” about human beings on the whole. In 
my experience most of them are trash, no matter whether they publicly sub- 
scribe to this or that ethical doctrine or to none at all... If we are to talk of ethics, 
I subscribe to a high ideal from which most of the human beings I have come 
across depart most lamentably. (Quoted by Roazen 1975, p. 146) 


There is no doubt that Freud was skeptical about the capacity to harness and 
sublimate the power of the drives. His letter to Pfister addressed boundary 
transgressions as inevitable miscues in the development of a new science. In an- 
other effort to reassure Jung about his fiasco with Spielrein, Freud drew an anal- 
ogy in a letter of June 18, 1909: 
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In view of the kind of matter we work with, it will never be possible to avoid little 
laboratory explosions. Maybe we didn't slant the test tube enough, or we heated 
it too quickly. In this way we learn what part of the danger lies in the matter and 
what part in our way of handling it. (McGuire 1974, p. 235) 


Kerr (1993) frankly doubted that the revelation of Jung’s relationship with 
Spielrein would have caused Freud much concern. Kerr pointed out that sexual 
transgressions between analyst and patient were veritably ubiquitous among 
Freud's early disciples. Wilhelm Stekel was well known as a “seducer? Otto Gross, 
who believed that the healthy solution to neurosis was sexual promiscuity, en- 
gaged in group orgies to help others relieve themselves of their inhibitions (Eissler 
1983). Jones married a former patient. Even the clergyman Pfister was infatuated 
with one of his patients. Kerr (1993) emphasized that disagreements with Freud’s 
theories were much more troubling to Freud than sexual transgressions. 

A more cynical view of Freud’s attitude was that the advancement of psy- 
choanalysis as a clinical and scientific endeavor was of such paramount impor- 
tance in his hierarchy of values that it superseded considerations of ethics. 
Recent discussions of the Horace Frink case have made it clear that Freud was 
willing to lift his proscription against analyst-patient sexual relations if the 
cause of analysis might be advanced as a result (Edmunds 1988; Gabbard 1994b; 
Mahony 1993; Warner 1994). When Frink, a young American analyst, came to 
Freud for analysis in 1921, he told Freud that he was madly in love with one of 
his former patients, Angelica Bijur. Freud encouraged Frink to divorce his wife 
and marry Bijur. He also told Bijur that she should divorce her husband and 
marry Frink to avoid a nervous breakdown. Bijur was the heiress of a wealthy 
banking family, and clearly, Freud saw the marriage between Frink and Bijur as 
potentially leading to a large donation to further the cause of psychoanalysis. In 
November 1921, he made the following comment in a letter to Frink: 


May I still suggest to you that your idea that Mrs. B[ijur] had lost part of her 
beauty may be turned into her having lost part of her money.... Your complaint 
that you cannot grasp your homosexuality implies that you are not yet aware of 
your fantasy of making me a rich man. If matters turn out all right, let us change 
this imaginary gift into a real contribution to the Psychoanalytic Funds. (Quoted 
by Mahony 1993, p. 1031) 


The results of this marriage were, of course, disastrous, and Freud’s behavior 
can only be viewed as reprehensible. Mahony (1993) commented on the histor- 
ical double standard applied to Freud and argued that Freud’s way of comport- 
ing himself must be judged by the same set of standards used for other analysts. 
When a patient achieved insight, Freud seemed willing to modify his principle 
of abstinence (Hoffer 1996). For example, in a letter to Ferenczi dated February 
17, 1918, Freud noted: “The day before yesterday a patient left behind a bonus of 
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10,000 crowns for the cure of his masochism, with which I am now playing the 
rich man with regard to children and relatives” (quoted by Brabant and Falzeder 
1996). He also allowed Anton von Freund, a former analysand, to endow the In- 
ternational Psychoanalytic Press. 


A Retrospective Assessment 


Looking back at these historical events, one way to understand them is as inev- 
itable labor pains accompanying the birth of a new field. Personal and profes- 
sional lives were intertwined in almost every conceivable way. Freud melded 
friendship and analysis in the treatment of Marie Bonaparte, during which he 
disclosed a good deal of personal information about himself. Bonaparte later 
was in treatment with Rudolf Loewenstein, only to ultimately become his lover 
(Appignanesi and Forrester 1992). Jones sent James and Alix Strachey to Freud 
for analysis as well as to be future translators of his work. Jung analyzed Trigant 
Burrow aboard a sailboat on several occasions. Leo Rangell’s (1995) view is that 
many of these early boundary violations must be viewed in the historical con- 
text of a new science struggling to define its parameters and should not be re- 
garded as indications of lax technique or immoral character. Although this 
perspective undoubtedly has some validity, the psychoanalytic pioneers had 
some knowledge of the inadvisability of the transgressions. Both Freud and 
Melanie Klein knew they should not be analyzing their children and went to 
considerable lengths to conceal those treatments. The early analysts may have 
felt that they had suffered greatly in the development of the new science and 
considered themselves “exceptions” to the rules that applied to others. 

Whatever the reasons for this pervasive pattern of boundary violations, 
damage was done; complications surrounding a mother’s labor may indelibly 
scar the child. The early boundary transgressions of the psychoanalytic pioneers 
shaped the dimensions of the new profession and must be viewed as a legacy in- 
herited by future generations. 

One of the main aspects of the legacy is a lack of clarity about the boundaries 
of the analytic situation. Certainly, nonsexual boundary violations are far more 
pervasive than frank sexual relations between analyst and patient. Anna Freud 
acknowledged in later life that she felt exploited by many aspects of her father’s 
analysis of her, including her father’s publishing accounts of her daydreams 
(Young-Bruehl] 1988). Klein encouraged analysands to follow her to the Black 
Forest for her holiday, where she would analyze her patients while they reclined 
on her bed in her hotel room (Grosskurth 1986). Donald Winnicott held Mar- 
garet Little's hands through many hours as she lay on the couch and, on at least 
one occasion, broke confidentiality by telling her about another patient he was 
treating and about his countertransference reactions toward that patient (Little 
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1990). Judy Cooper (1993) reported that when she was in analysis with Masud 
Khan, he continued to give her papers he had written and asked her to read 
them. Indeed, training analysts’ expectation of loyalty from the candidate being 
analyzed has been a major boundary problem throughout the history of psycho- 
analysis, even to the point that in some cases former analysands have taken care 
of their former training analysts in old age. 

One cannot invoke the name of Khan without recalling the chilling tale of a 
failed analysis with Khan recounted by Wynne Godley in the February 2001 
London Review of Books (Godley 2001). The publication of this searing account 
shook the foundations of the psychoanalytic world. Khan had been a brilliant 
disciple of his analyst Winnicott. However, from the first interview he had with 
Godley, Khan embarked on a host of disconcerting boundary violations, includ- 
ing giving his patient a lift in his car and a book of poems after his first session. 
Khan filled the sessions with stories of his social life and regularly took tele- 
phone calls during Godley’s sessions, including some from Winnicott, during 
which Khan discussed details of other patients in front of Godley. Khan encour- 
aged Godley to consider one of Khar’s other patients as a possible partner, de- 
spite the fact that Godley was married. 

As things developed, Khan and his wife socialized with Godley and his wife 
during the course of the analysis. Shortly after they began socializing as couples, 
Godley’s wife became pregnant. Godley wrote that Khan was extremely aggres- 
sive toward Godley’s wife. At one point Khan called her and “tore into her” to 
the point where she had a sharp pain in her uterus. Godley (2001) concluded 
that Khan was trying to upset her to the point of having a miscarriage. He then 
informed Winnicott that Khan was not mentally stable, and Winnicott told 
Khan not to see Godley again. 

One of the most disturbing aspects of Godley’s story is that he makes it per- 
fectly clear that Winnicott was aware of Khan’s activities. The British Psychoan- 
alytic Society launched an investigation to try to understand how this egregious 
behavior could have occurred under its nose (Gabbard and Williams 2004). 
When the investigation was finished, Paul Williams and I, then Joint Editors-in- 
Chief of the International Journal of Psychoanalysis, published the society's find- 
ings along with an editorial written by us. Anne-Marie Sandler, in her role as the 
chair of the British Psychoanalytic Society’s Ethics Committee, wrote the ac- 
count of the investigation, and Godley offered a brief commentary on it that we 
published along with the report (Godley 2004; Sandler 2004). It was clear that 
the society had extraordinary difficulty knowing how to respond to Khan's be- 
havior. In Chapter 9 I will discuss their response in more detail in my examina- 
tion of institutional involvement in boundary violations cases. 

Both sexual and nonsexual boundary violations were common among ana- 
lysts who were highly influential in the development of psychoanalysis in the 
United States. Margaret Mahler had a sexual relationship with August Aichhorn, 
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who was analyzing her (Stepansky 1988). Frieda Fromm-Reichmann (1989) fell 
in love with her patient and married him. Karen Horney allegedly had an affair 
with a younger male candidate she was analyzing (Quinn 1987). Farber and 
Green (1993) chronicled the history of a number of starstruck analysts in south- 
ern California who conducted boundaryless analyses with their celebrity patients. 
Analysts served as technical advisors for films produced by their patients. Others 
collaborated on screenplays with their patients. Still others encouraged donations 
from their patients to various foundations with which the analyst was connected. 
Most of all, there was general blurring of the boundary between an analytic and a 
social relationship. 

The historical response of psychoanalytic organizations within the United 
States to boundary violations has been variable. In many cases the solution to 
any transgression of professional boundaries was to prescribe more analysis. 
When disciplinary actions were taken, there was often such a backlash that 
whistle blowers and ethics committee members felt they were under attack for 
enforcing ethical standards. 

One such case occurred in 1941, when Gregory Zilboorg, a prominent 
member of the New York Psychoanalytic Association, was accused of unethical 
conduct by a writer who was in treatment with him. According to the charges, 
Zilboorg had entered into a dual relationship with his patient in which he advised 
him on job-related issues in addition to conducting his analysis. For his business 
consultation, Zilboorg expected to be paid an honorarium of $1,000 a month on 
top of what he was receiving for his analytic fees (Farber and Green 1993). 

After an investigation of the charges, 9 members of a 12-member panel voted 
to censure Zilboorg. Presenting himself as a victim of vicious and predatory be- 
havior by his colleagues, Zilboorg stirred considerable sympathy. When the issue 
came up before the full membership of the New York Psychoanalytic Associa- 
tion, Zilboorg threatened to sue every member of the organization who voted for 
his censure. In an impassioned letter of support to Zilboorg, Karl Menninger, 
then president of the American Psychoanalytic Association, proclaimed: 


Of course you have made mistakes; so has every other analyst... But when, on 
the other hand, a patient feels you have made a mistake and persuades one or 
two or half a dozen colleagues that you have made a mistake and then one or two 
of these colleagues pursue the matter by complaining to an organized scientific 
society about your mistakes and charge you with fraudulent intentions, which is 
to say criminal intentions, and when this scientific body takes such complaints 
seriously and listens to them and debates them over a period of months, I think 
an extremely serious miscarriage of good taste, public policy, scientific principle 
and common decency has occurred. A number of very bad precedents were set 
by what occurred in New York, and whatever mistakes you may have made (I do 
not believe anymore that you even made any mistakes, but I am putting this sub- 
jective clause in here because I don’t think it matters whether you did or not) it is 
a resounding shame and disgrace that these alleged mistakes should have been 
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exploited and capitalized upon by colleagues with personal grudges against you. 
The bringing of a patient to a scientific organization to give evidence against a 
physician is one of the most dangerous and vicious precedents that I can think of 
and violates all medical precedents. (Faulkner and Pruitt 1988, p. 357) 


In the face of threats of lawsuits and protests from colleagues, the charges 
were soon dropped. The meaning of “ethics” in those days often involved pro- 
tection of one’s colleagues. Moreover, other analysts were concerned that they 
might have to face charges by their patients, and no one wanted to deal with that 
prospect. 

Another reason to stress the importance of historical developments in the 
area of analytic boundaries is that the intergenerational transmission of attitudes 
about the concept of boundaries can be extraordinarily powerful. In the mid- 
1960s, a training analyst in an American institute was charged with sexual mis- 
conduct. Two decades later, two analysts he had analyzed were also charged with 
sexual misconduct in the same city. Blind spots in one analytic generation may 
well become blind spots in the next. Our emphasis on the historical legacy can be 
problematic, however, if we misuse it to blame our analytic parents rather than 
address basic challenges of the analytic situation that transcend time and place. 

If analysts are to prevent destructive enactments of boundary violations, we 
must begin with a psychoanalytic understanding of how such enactments 
evolve. In addition, we must enrich our understanding of the impact these vio- 
lations have on our patients. For too long, institutes and societies showed 
greater concern for the protection of the transgressing analyst than for the pa- 
tient who was deprived of an analytic treatment. This legacy of the “old boy sys- 
tem” is now being corrected by greater attention to the patient’s suffering and 
appropriate reparation. 

The history chronicled in this chapter is certainly not exhaustive. An at- 
tempt to be encyclopedic would fill an entire volume. Rather, my intent has been 
to describe a powerful historical context that has influenced generations of an- 
alysts. In the chapters that follow, the relevance of these historical incidents will 
be clear as we note the tendency of history to repeat itself. 


CHAPTER 3 


Sexual Boundary Violations 


THE transgression of professional boundaries in the form of analyst-analysand 
sexual involvement is a particularly disturbing illustration of how difficult it is 
for analysts to keep their own needs out of the analytic situation. As noted in the 
discussion of Ferenczi in Chapter 2, many individuals who choose careers as 
psychoanalysts or psychotherapists feel they were insufficiently loved as chil- 
dren, and they may unconsciously hope that providing love for their patients 
will result in their being idealized and loved in return. In this manner, analysts 
may regulate their self-esteem through their work with patients (Celenza 2007; 
Finell 1985; Gabbard 1995c, 2003). In attempting to meet their patients’ needs, 
analysts may in fact be meeting their own needs. As Robert Winer (1994) ob- 
served, the desire to cure and the desire to be cured are “two sides of a very thin 
coin” (p. 186). 

In the transference-countertransference dimensions of the analytic process, 
both members of the analytic dyad represent forbidden objects, so sexual rela- 
tions between analyst and analysand are symbolically incestuous. In other 
words, the boundary transgressed is that between the self and a forbidden in- 
cestuous object. As Freud noted in 1905, “the finding of an object is in fact a re- 
finding of it” (Freud 1905/1953b, p. 222). This formulation is, of course, equally 
true for both patient and analyst. 

It is well known that one group of high-risk patients for exploitation by psy- 
chotherapists is composed of patients who have a history of incest (Celenza 
2007; Feldman-Summers and Jones 1984; Gabbard 1994a, 2003; Kluft 1989; 
Pope and Bouhoutsos 1986). With such patients the boundaryless situation of 
childhood is reenacted in the analytic setting. Often, these patients have always 
experienced love and caring as phenomena that are inextricably tied to sexual- 
ity. Internal distinctions between self and other, as well as between fantasy and 
reality, may be difficult for them. They have been treated as an extension of 
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someone else's body for the purpose of that caretaker’s pleasure. These patients 
may consciously or unconsciously convey to the analyst that nothing short of a 
repetition of the original incestuous relationship will be helpful. However, one 
can never blame the patient for the unethical transgressions of the analyst. It is 
the analyst’s responsibility to discern theses wishes and analyze them rather 
than enact them. 

Although discussions of sexual boundary transgressions generally imply 
that interpersonal boundaries are being crossed, earlier in the progression down 
the “slippery slope,” inner boundaries between self and object representations 
are also eroded. Long before the first physical contact between analyst and pa- 
tient occurs, the analyst generally begins to feel a special kinship with the patient. 
Often, the patient may be regarded as a “soul mate,” who is either remarkably like 
the analyst or is capable of perfectly understanding the analyst. As in the case of 
Jung and Spielrein noted in Chapter 2, both analyst and patient may come to be- 
lieve that they can even know each other's thoughts without giving voice to them. 
This fantasy of telepathic communication reflects the early erosion of intrapsy- 
chic self-object boundaries that occurs before the transgression of the profes- 
sional or interpersonal boundaries. 

Organized psychoanalysis has long struggled to develop an effective re- 
sponse to sexual involvement between analysts and their patients. Institutes and 
societies are often paralyzed because one of the leading figures in the psychoan- 
alytic community is the subject of the charges, and those conducting the inves- 
tigation have a variety of residual transferences to a figure who may have been 
their analyst, supervisor, or teacher. In some cases, resistance to examining the 
problem takes the form of assuming that such transgressions are problematic 
only for a small handful of “impaired professionals,” who are often written off as 
substance abusing or psychopathic. In this manner, analysts can reassure them- 
selves that the analysts who have sex with patients have nothing in common 
with themselves, creating a convenient “us-them” scenario that temporarily re- 
lieves their own anxiety about their potential for such enactments. Psychoana- 
lysts, who endorse the complexity and overdetermined nature of human 
interaction, suddenly become shockingly reductionistic when confronted with a 
colleague who has engaged in a sexual relationship with a patient. 

Anyone who has studied this phenomenon in any detail soon learns the dis- 
concerting truth: We are all potentially vulnerable to various kinds of boundary 
transgressions, including sexual ones, with our patients (Celenza 2007; Gabbard 
1994a, 1994b, 2003; Margolis 1997; Schoener et al. 1989). A personal analysis 
and years of psychoanalytic training do not constitute an insurance policy 
against such disasters. Many of the most prominent analysts in the profession, 
both historically and contemporaneously, have become sexually involved with 
patients, and some have married those patients. No institute or society is spared 
these embarrassments, and most have various “family secrets” about such activ- 
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ity among prominent members. The closets of our psychoanalytic institutions 
are filled with skeletons. 

Evaluation and treatment of analysts who have had sexual relations with 
their patients reveal a variety of psychodynamic themes intrinsic to such acts. 
Similarly, different clinicians become enthralled with patients at different times 
in their lives for a myriad of reasons. A predatory and exploitative male analyst 
with severe narcissistic pathology may simply see any attractive female patient 
as a potential sexual partner and proceed accordingly. Similarly, although many 
of the patients are incest victims, many more are not. In one study, only 32% of 
patients who had had sexual relations with their therapist had a history of child- 
hood sexual abuse (Pope and Vetter 1991). Sexual involvement between analyst 
and patient, like all other symptomatic behavior, is governed by a plurality of de- 
terminants. 

The psychoanalytic profession has shown a remarkable ability to minimize 
the harm inflicted on patients by a sexual liaison with their analyst. Over the 
years, many analysts have interpreted Freud’s (1915/1958) admonition that “it 
would be a great triumph for [the patient] but a complete defeat for the treat- 
ment” (p. 166) to mean that if one falls in love with a patient, the analysis should 
be terminated so the two can embark on a love affair. Colleagues who are aware 
of such outcomes have often tolerated these developments with a remarkable 
lack of concern. Freud was correct in asserting that such patients have extraor- 
dinary difficulties in subsequent analytic treatment. As will be discussed in 
Chapter 10, their capacity to trust that a subsequent analyst will maintain the 
analytic frame and create a safe environment for exploration of wishes and fan- 
tasies is severely jeopardized. Nevertheless, colleagues who hear of such rela- 
tionships often merely shake their heads and make such terse observations as 
“the flesh is weak?” Many others reflect Freud’s (1930/1960) somber pessimism 
of Civilization and Its Discontents and speak of the awesome power of the drives. 

Love, of course, is irrelevant to ethical considerations in analyst-patient sex, 
but some analysts have excused such behavior on the basis of the notion that 
“true love” is at work. Margaret Mahler, for example, reported that she and her 
analyst, August Aichhorn, were “in love with one another, making impossible the 
classical relationship between analyst and analysand” (Stepansky 1988, p. 68). 
Frieda Fromm-Reichmann (1989) wrote about being swept off her feet by her 
analysand: “You see, I began to analyze Erich. And then we fell in love and so we 
stopped. That much sense we had!” (p. 480). 

Although such sentiments undoubtedly describe the subjective feelings of 
the participants accurately, the implication is that “real love” can somehow be 
differentiated from transference and countertransference love (Gabbard 1994d). 
Charles Brenner (1982) stressed that transference love does not differ in any 
substantial way from romantic love outside the analytic setting (except, of 
course, that the former is analyzed). 
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The situation is complicated because the patient who is the recipient of his 
or her analyst’s love may feel extraordinarily special. Indeed, Mahler's statement 
in her memoirs illustrates this outcome: 


In taking me under his wing and vowing to see me restored to the good graces of 
the Viennese psychoanalytic establishment, Aichhorn only buttressed my self- 
image as an “exception” —now in an entirely positive sense as opposed to the 
negative sense inculcated by Mrs. Deutsch. Under Aichhorn’s analytic care, I be- 
came a sort of Cinderella, the love object of a beautiful Prince (Aichhorn) who 
would win me the favor of a beautiful stepmother (Mrs. Deutsch). At the same 
time, my analytic treatment with him simply recapitulated my oedipal situation 
all over again. (Stepansky 1988, p. 68) 


As poignantly noted in this observation by Mahler, the feeling of being spe- 
cial, of being an exception, is ultimately a Pyrrhic victory for the patient because 
it represents a fulfillment of oedipal wishes that bypasses the analytic under- 
standing and working through of such longings. Often, patients who have had 
sex with their analyst do not allow themselves to acknowledge their feelings of 
being hurt and betrayed until the relationship dissolves, at which point the rage 
may be extraordinary, and outcomes ranging from lawsuits to suicide are com- 
mon. Much like incest victims, they frequently blame themselves for corrupting 
their analyst and hence suffer a profound sense of guilt or shame. 

Ethical standards are created to prevent situations in which there is a poten- 
tial for harm. Even if there are occasional situations in which the harm is difficult 
to demonstrate, the accumulated data on therapist-patient sexual involvement 
strongly suggest that it is associated with harm. In a comprehensive review of the 
subject, Martin Williams (1992) concluded that although the studies are not 
without flaws, there is certainly sufficient evidence to create ethical standards pro- 
hibiting such involvement. 

Under the rubric of sexual boundary violations, there is a diverse group of 
behaviors in which analysts engage. At one end of the continuum are forcible 
rapes, with the patient either anesthetized or fully awake, and highly perverse 
sex acts involving humiliation of the patient. At the other end of the continuum 
are verbal forms of sexual misconduct. One male therapist told his female pa- 
tient that she was so sexy that he could not help getting an erection in her pres- 
ence. Another analyst told a female patient explicit details of his masturbatory 
fantasies about her. In between these two ends of the continuum are a variety of 
transgressions, including such phenomena as oral sex, fondling of breasts or 
genitals, passionate full-body embraces, various states of undress, and insertion 
of objects into body orifices, with varying degrees of mutual consent. Although 
the majority of cases involve a male analyst and female patient, none of the four 
gender constellations is rare. 
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A Typology of Analysts 


A heuristically useful psychodynamically based typology of analysts who have 
transgressed sexual boundaries may aid in understanding the major psycholog- 
ical issues that emerge in such situations. The observations and formulations in 
this chapter are based largely on my experience of evaluating, treating, or con- 
sulting with analysts, therapists, or other helping professionals who have had 
sex with their patients. Careful study of such clinicians may hold the key to de- 
veloping methods of prevention. Most analysts and other psychotherapists who 
have had sex with patients fall into one of four categories: 1) psychotic disor- 
ders, 2) predatory psychopathy and paraphilias, 3) lovesickness, or 4) masoch- 
istic surrender (Gabbard 1994a, 1994b). 

These categories should not be excessively reified or viewed as having rigid 
demarcations. Some practitioners have features of more than one category, and 
occasionally an idiosyncratic clinician may defy inclusion in any of the catego- 
ries. Still others may be cognitively impaired by a dementing process or disin- 
hibited by the influence of alcohol or drugs. 


Psychotic Disorders 


It is rare for practitioners to become sexually involved with their patients solely 
as a result of a bona fide psychotic disorder. Occasionally, a manic episode of a 
bipolar affective disorder is involved in the practitioner’s feelings of omnipo- 
tence regarding his or her powers to cure others through love or sexual rela- 
tions. Frontal lobe disinhibition has occasionally been involved in cases of 
sexual misconduct. When these severe disorders play a role in sexual boundary 
violations, the disturbed practitioner has usually been acting psychotic or dis- 
inhibited in other ways, causing considerable alarm in colleagues and family 
members. These cases are sufficiently rare, however, that they have not been the 
principal focus of my study. 


Predatory Psychopathy and Paraphilias 


Within the category of predatory psychopathy, we include not only true antiso- 
cial personality disorders but also severe narcissistic personality disorders with 
prominent antisocial features. In other words, it is the sexual behavior that is 
predatory and psychopathic. Although clinicians suffering from paraphilic dis- 
orders are not necessarily psychopathic predators, those who act on their per- 
verse impulses with patients usually are found to have serious character 
pathology on the narcissistic-to-antisocial continuum. 

These practitioners are generally male and usually have manifested preda- 
tory sexual behavior throughout their lives. Although we would like to think 
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that the mental health professions and psychoanalytic institutes screen out such 
practitioners from their ranks, the disconcerting truth is that these predatory 
clinicians are not rare. Indeed, because their transgressions often involve mul- 
tiple victims and a variety of bizarre and sadistic behaviors, they are dispropor- 
tionately represented in media reports of sexual boundary violations. These 
analysts frequently have histories of having been identified in a training pro- 
gram to be dishonest or unethical in a variety of ways. In many cases, someone 
attempted to blow the whistle on them and expel them from the training pro- 
gram, but the trainee aborted the process by hiring a lawyer who threatened to 
sue if the plans for expulsion were implemented. Many of these individuals are 
masters at manipulating the legal system and often manage to escape severe le- 
gal or ethical sanctions. Training committees, intimidated by the threat of liti- 
gation, may decide the path of least resistance is simply to graduate the 
practitioner and hope that he practices in a different state. 

Another variant of the predator is the profoundly narcissistic analyst who 
has risen to the top of his profession. He may be in a position of major respon- 
sibility in local, national, or international organizations. He may be internation- 
ally renowned for his writing, and he may be revered as a teacher. The adulation 
he receives is intoxicating to the point that he begins to believe that he is differ- 
ent from and superior to others. His grandiosity is fueled, and he begins to ra- 
tionalize his boundaryless behavior as acceptable simply because of who he is. 
Ordinary standards of ethics do not apply to him. He can get away with things 
that others cannot because of his stature in the field. He lacks remorse about his 
sexual involvement with patients because he believes they are lucky to have had 
sexual favors from him. 

After the sexual transgressions are revealed, many colleagues recall other in- 
cidents that should have raised concern but were ignored. Colleagues had fre- 
quently colluded with the analyst’s sense of omnipotence by admiring his 
“unorthodox” flexibility when he boasted about his creative use of actions or in- 
terventions that are outside the realm of usual analytic technique. The idealiza- 
tion of senior colleagues may create situations reminiscent of the fairy tale “The 
Emperor’s New Clothes,’ in which otherwise intelligent analysts disbelieve or 
rationalize what they see in plain view. 

Analysts or therapists in this category regard patients as objects to be used 
for their own gratification. Because they lack empathy or concern for the victim, 
they are largely incapable of feeling remorse or guilt about any harm that might 
have been done to the patient. In many cases of narcissistic character pathology, 
the analyst appears charming and capable of functioning professionally in a va- 
riety of spheres, but significant lapses in superego functioning allow for corrupt 
behavior without pangs of conscience. 
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The Case of Dr. G 


Dr. G was a 48-year-old analyst who was charged with sexual misconduct after 
six different patients came forward alleging that he had had sex with them. Each 
of them described the same pattern. He was initially warm and understanding 
with these women, all of whom described extensive problems in their interper- 
sonal relationships. After a few weeks of therapy or analysis, Dr. G would tell 
them that their principal problem was their inability to trust men. He would say, 
“You probably don't even trust me enough to take your blouse off” When the pa- 
tients responded indignantly that they were certainly not going to undress in 
front of him, he would reply, “See what I mean?” 

With considerable charm and persuasiveness, he continued to pursue his pa- 
tients sexually by saying to them one variation or another of the following speech: 
“If you cannot trust me enough to have sex with me, how do you ever expect to be 
able to trust men outside of therapy? This relationship is a safe place to explore 
your sexuality and your trust problems. You have to start somewhere.” In this 
manner, he eventually chipped away at the reluctance of his patients to engage in 
a sexual relationship with him. When they finally went along with his overtures, 
he asked them to confide their most terrifying sexual fantasies to him. He would 
then act them out with the patients to help them “work through” their fears. 

Although he initially denied the charges, after he lost his license to practice, he 
acknowledged that there had been truth in the complaints but adamantly denied 
any wrongdoing. He maintained that in every case the sex had been consensual 
and that the women had benefited from having sex with him. He had no remorse 
whatsoever and flatly scoffed at any implication that harm had been done. 

Investigation of his background revealed that he had come close to being ex- 
pelled from the psychoanalytic institute where he trained, but one of his super- 
visors had come forward in his defense and argued for his retention within the 
program. As is often the case in such situations, more analysis was recom- 
mended, with which Dr. G complied. 


The vast majority of these cases appear to involve a male practitioner and a fe- 
male patient. However, there is a small number of cases in which female or male 
therapists systematically seduced same-sex patients and involved them in degrad- 
ing and sadistically humiliating sexual activities (Benowitz 1995; Gonsiorek 
1989). 


Lovesickness 


The majority of analysts who become sexually involved with their patients appear 
to have features of lovesickness, masochistic surrender, or both. A number of 
characteristic features are commonly found in the lovesick analyst, including sig- 
nificant narcissistic vulnerability (Celenza 2007; Gabbard 1991a, 1994d, 1994¢; 
Twemlow and Gabbard 1989). When the analyst is male, the typical scenario is 
that a middle-aged practitioner falls madly in love with a much younger female 
patient. This infatuation usually occurs in the context of stress in the analyst's life. 
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The stressors may include divorce, separation, illness of a child or spouse, death 
of a family member, or disillusionment with his own marriage or career. 

These practitioners may also be professionally isolated. They may be in a 
solo practice situation in which virtually all of their contacts with other people 
from early in the morning until late into the evening are with patients. If the an- 
alyst’s emotional and sexual needs are not being met at home with a nurturant 
and loving partner, he may begin to look to patients for these needs to be grat- 
ified. The sexual boundary violation may be the end point on a slippery slope 
that begins with sharing his own problems in sessions with his patients. His pre- 
sentation of himself as needy and vulnerable may appeal to caretaking needs in 
his patient. 

This narcissistic vulnerability is sometimes masked by reasonably good 
functioning and social supports until a serious crisis enters the analyst's life. In 
other cases, it has been evident to colleagues and friends for many years. The 
narcissistic themes in the lovesick therapist generally involve a desperate need 
for validation by patients, a hunger to be loved and idealized, and a tendency to 
use patients to regulate his or her own self-esteem. Some, who are particularly 
beleaguered, may rapidly idealize patients and impulsively act on their feelings 
of infatuation. Arnold Goldberg (1994), in discussing lovesickness outside the 
realm of sexual boundary violations, suggested that the term lovesickness may be 
a misnomer because the core of the problem is a narcissistic imbalance rather 
than an issue of love. 

Indeed, lovesickness is a term that reflects the manifest content of the intox- 
icating experience that these analysts and therapists describe. Although love- 
sickness accurately captures that experience at a phenomenological level, the 
state can be deconstructed into a variety of latent contents. These include struc- 
tural characteristics, developmental and object relations issues, narcissistic 
problems, and psychodynamic themes. 

As poets have known for centuries, intense passion may override rational 
thinking. Two ego functions are frequently impaired: judgment (i.e., the ability 
to anticipate consequences of one’s actions) and reality testing. The latter is suf- 
ficiently circumscribed to designate it as a “nonpsychotic loss of reality testing” 
(Twemlow and Gabbard 1989, p. 83). The impairment involves a loss of the “as- 
if” quality characteristic of the analyst's ordinary experience of countertransfer- 
ence. In other words, there is an inability to distinguish a countertransference 
wish from the reality of the situation, so the analyst cannot appreciate that 
something from the past is being repeated and that feelings for significant per- 
sons from the analyst’s past are displaced onto the patient. The countertransfer- 
ence has become erotized in the same way that some incest victims and 
borderline patients develop erotized transference (Blum 1973; Gabbard 1991a, 
1994b; Lester 1985). The loss of insight accompanying this folie à deux does not 
necessarily generalize to other therapeutic relationships. It is not rare to dis- 
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cover that while a lovesick analyst was having sex with a particular patient, other 
treatments were conducted within a reasonable analytic or therapeutic frame 
and the patients involved were satisfied with their treatment. 

The loss of judgment often involves the analyst’s inability to appreciate the 
self-destructive nature of the behavior as well as the potential for harm to the 
patient. For example, a young female analytic candidate sought consultation 
with a senior colleague to discuss her feelings of infatuation for a male patient. 
She explained that the love was mutual and that she could not see how harm 
could be done to either of them. The consultant confronted her with one con- 
crete form of harm that would befall her if she acted on her feelings, namely, that 
she would lose her medical license. The candidate responded, somewhat na- 
ively, that she had not thought of that. 

This obliviousness to the consequences of one’s actions is generally accom- 
panied by feelings of euphoria. A lovesick analyst may feel like he is walking on 
air or intoxicated in the presence of his or her beloved. The increase in the li- 
bidinal investment in the self as a result of sexual passion and love has been ob- 
served by several authors (Chasseguet-Smirgel 1973; Kernberg 1977; Van der 
Waals 1965). Freud (1914/1963a) observed that not only the parent but also the 
self could be taken as a love object through projection of the ego ideal. It is often 
the case that an analyst who has fallen madly in love with his patient has ob- 
scured the patient's real qualities by seeing an idealized image of himself in the 
face of the patient, just as Narcissus fell in love with his own image in the water. 
This enhanced self-esteem is tenuously balanced, however, in that it depends on 
the continued impairment of the boundary between self and object. 

Much of the confusion between self and object can be understood in terms 
of the level of symbolic thinking characteristic of the analyst's mental function- 
ing. Hanna Segal (1957, 1994) distinguished concrete symbolism—a situation 
in which misperception and false beliefs are based on the fact that there is a di- 
rect equation between the symbol and what is symbolized—from a higher form 
of symbolic thinking, in which the difference between the symbol and the object 
it represents is apparent. Perceptual processes in the concrete form of symbol- 
ism are highly influenced by projective identification. Many analysts who fall 
madly in love with their patient as an externalization of an aspect of themselves 
are functioning in a paranoid-schizoid mode, as I described in Chapter 1; in this 
mode, the object is concretely identified as a projected part of the subject, and 
the analyst relates to the patient as though the patient is part of the self. 

What is being described in this characterization of the lovesick analyst is a 
striking failure of mentalizing. The intense passion based in the analyst’s needs 
overrides the capacity to “tune in” to what is going on inside the patient. The pa- 
tient’s needs become increasingly lost as the analyst is taken over by his or her 
own longings and wishes. This lapse of mentalization will be further elaborated 
in Chapter 4 in my discussion of the role of suicide in sexual boundary violations. 
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A number of recurrent psychodynamic themes emerge in the analysis of cli- 
nicians who have had sex with their patients. As noted in the beginning of this 
chapter, many analysts are attempting to elicit from their patients the love they 
did not receive from their parents. These longings for love are defended against 
by giving to others, one unconscious determinant of their career choice. Ana- 
lysts may be gratifying their own needs while consciously believing they are al- 
truistic in attending to the needs of others. 

The social and ethical proscription against sex between analyst and patient 
may merely intensify the lovesickness in the same way that the forbidden nature 
of the oedipal object intensifies longings. When a lovesick male analyst begins to 
disclose his personal problems to a younger female patient, interlocking enact- 
ments of rescue fantasies may emerge. The female patient may have harbored a 
childhood fantasy that she was somehow ministering to the father who was de- 
spairing over his marriage. This rescue fantasy of the little girl may have devel- 
oped into overt incest or quasi-incestuous emotional interactions with her father. 
The analyst, on the other hand, may be unconsciously rescuing his depressed 
mother in his efforts to heal his patient (Apfel and Simon 1985; Gabbard 2003). 
Rescue fantasies in both male and female analysts appear to be closely linked to 
sexual excitement and, ultimately, sexual boundary violations in the analytic 
setting (Celenza 2007; Gabbard 1994a, 1994f, 2003). 

Female patients who have suffered abuse and neglect in childhood may be 
particularly appealing to the lovesick analyst who is intent on rescue. They may 
implicitly or explicitly demand to be cared for in a way that transcends the an- 
alytic frame. Male analysts may misconstrue a longing for maternal nurturance 
as a genital-sexual overture and respond accordingly (Lester 1990, 1993). Pa- 
tients may reluctantly go along with the analyst's sexual overtures because, as in- 
cest victims, they are accustomed to expect a sexual relationship in association 
with the caring they receive. 

Individuals who seek out a career in psychotherapy or psychoanalysis may 
harbor a conscious or unconscious fantasy that love is healing (Celenza 2007; 
Gabbard 1994d, 1995c, 2003). Hollywood portrayals of psychotherapy reinforce 
the notion that love is curative, so many patients harbor that fantasy when they 
enter into analysis or therapy. In fact, a common fantasy of patients entering 
analysis is that their problems are based on having received insufficient parental 
love during their childhood and believing that the mechanism of cure is that the 
analyst will love them better and more completely than their parents did. This 
paradigm of cure is precisely the countertransference trap in which many ana- 
lysts find themselves ensnared. Patients with borderline personality and disso- 
ciative disorders in particular often insist that love is the only thing that will help 
them and that words are useless. 

A particular variant of this fantasy is frequently involved in the cases of fe- 
male analysts or therapists who become sexually involved with male patients. In 
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this scenario, the patient tends to be a young man with a personality disorder di- 
agnosis characterized by impulsivity, action orientation, and substance abuse 
(Gabbard 1992, 1994d, 1994g). Despite the fact that the patient may have a his- 
tory that involves antisocial activity or narcissistic exploitation of others, the fe- 
male clinician begins to think that she can “settle him down” with her love. The 
young male patient may have considerable interpersonal charm and behave in 
such a way with the female therapist that she begins to think of him as “just a 
baby.” The female analyst harbors the fantasy that if this young man had just had 
good mothering in childhood, he would have turned out differently. With that 
reparative mode operating at full throttle, the analyst then undertakes a repar- 
enting process that turns into a sexual relationship. 

In American film, there is a ubiquitous cultural myth that a “rowdy” young 
man simply needs a “good woman” to settle him down. In Barbra Streisand’s 
1991 film The Prince of Tides, the audience is left with the impression that Tom 
Wingo’s treatment success is primarily related to his love affair with his therapist 
rather than to any insight or understanding related to the therapist’s profes- 
sional expertise. A victim of childhood trauma and a cold, distant mother, Tom 
is finally given the love and nurturance he deserves in a reparative therapy with 
Dr. Lowenstein. 

At the beginning of Clint Eastwood’s 1992 film Unforgiven, the protagonist 
repeatedly comments on how he was a cold-blooded murderer and a drunk un- 
til the right woman transformed him into a decent husband, father, and bread- 
winner. Another theme in these female therapist-male patient dyads relates to 
the woman's vicarious enjoyment of the danger and risk typified by her male pa- 
tient’s lifestyle. 


The Case of Dr. H 


Dr. H was a 34-year-old female therapist to whom a 29-year-old heroin addict 
was referred for treatment; the therapy was court ordered because of a run-in 
with the law. Dr. H’s initial reaction to the patient was that he was a “sociopathic 
heroin addict.” As she began psychotherapy with him, however, her view started 
to change. He seemed depressed about the way his life had gone and seemed 
ready to reform his lifestyle. She began to think of him as a baby who had missed 
out on a nurturing mothering experience as a child and needed a woman's love 
and concern. 

Dr. H soon became infatuated with her “bad boy,” who seemed to her to have 
a soft and tender side that no one else had noticed. She had been living with a 
man for 5 years but had been growing progressively disenchanted with him. In 
fact, at the time she began seeing her handsome and charming heroin addict, she 
and her significant other had almost completely ceased sexual relations. In her 
daydreams she imagined that her patient was a spectacular lover who could un- 
abashedly enjoy women without the usual “emotional baggage.” 

In one session, the patient expressed considerable concern that he was broke 
and would be evicted from his apartment. Dr. H offered to loan him some 
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money for his rent, and he expressed intense gratitude and hugged her at the end 
of the session. Dr. H felt as though she would melt in his strong embrace. She 
knew her feelings were out of control, and she terminated the professional rela- 
tionship. She actively pursued further involvement with him, however, by visit- 
ing him in his apartment and becoming sexually involved with him. 

She kept the relationship secret from her live-in boyfriend but speculated 
that she might have been hoping the relationship with the patient would cause 
her boyfriend to leave her. In fact, he did soon discover that she was involved 
with a patient and walked out on her as a result. Meanwhile, her patient made in- 
creasing financial demands on her to the point that she felt it would be best to let 
him have one of her credit cards. She loved to hear about her patient’s misadven- 
tures and recognized that they tapped into a “wild side” within her that she had 
never been able to express in action before. She got a vicarious thrill out of hear- 
ing of his life of impulsivity and run-ins with the law. The sexual aspect of the re- 
lationship was highly stimulating and brought her to orgasm for the first time in 
many years. 

Nevertheless, she began to grow worried about being part of a long-standing 
pattern. She learned from her patient that he had had sexual relationships with 
two previous health care professionals. She also started to feel that she was being 
taken advantage of financially. When she tried to put limits on his expenditures, 
her former patient became violent, threw her against the wall, and threatened to 
beat her up if she did not do what he said. 

Dr. H was so terrified for her life that she resigned from her position at the 
clinic where she worked and moved to another city without telling her ex-patient 
where she was going. For several months, she lived in fear that he would track 
her down and hurt her. At about this time she went into analysis, recognizing 
that she had made a dreadful mistake and needing to understand what was going 
on with her. 

Dr. H told her analyst that sex had not been the real issue in the relationship. 
She felt that her patient was an abandoned baby and that nobody would take care 
of him unless she did. She felt that she was the only hope the patient had. In the 
course of her analysis, she recognized that she herself had felt like an abandoned 
baby and was overidentified with the patient. In trying to rescue the patient, she 
was trying to rescue herself. Her mother had not been a good caretaker, and Dr. 
H had felt throughout her life that she had to take care of her three siblings be- 
cause her mother could not. Dr. H firmly believed that her love would cure her 
patient. She felt that love could cure a drug problem, outbursts of temper, and 
other forms of abusive behavior. 

Dr. H had the following dream early in the analysis: She came into her analyst's 
office and found him looking exhausted and jaundiced. Soon he fell asleep while 
she associated on the couch. Dr. H let him sleep but eventually woke him up when 
it was time for the session to end so he would not miss his next appointment. 

In her associations to the dream, Dr. H noted that she would rather think of 
herself as helping her analyst than getting help from him. The analyst com- 
mented that a similar phenomenon had happened with her patient: She wanted 
to take care of him rather than look out for herself. Dr. H said she was much more 
comfortable giving than taking and therefore was vulnerable to people who had 
no compunction about taking from others. She went on to say that either she or 
her analyst had to be sick, and she would feel better if it were the analyst who was 
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sick so she could take care of him. She imagined that if the analysis terminated 
because the analyst were sick, she would continue to take care of him. 

Dr. H spent a good deal of time in her treatment analyzing her attraction to 
sociopaths. She noted that she could never work in law enforcement because she 
was so easily manipulated and conned by men with this type of pathology. She 
noted that she allowed herself to be conned because of her admiration of their 
rule breaking. She said she had a shaky understanding of ethical principles and 
felt that she maintained some semblance of moral behavior on the basis of a 
knowledge of externally applied rules rather than an internalized sense of what 
was clearly right and what was clearly wrong. Particularly in the area of emo- 
tional intimacy, she said that she was confused about appropriate boundaries. 
She said she could not separate intimacy from sex and assumed that if she were 
close to someone, she would become sexual with that person. This same pattern 
emerged in the transference, when she said she was not clear as to why she and 
her analyst could not become sexually involved. 

Dr. H associated this pattern with her childhood, in which her mother had 
been highly authoritarian about any behavior that could remotely be regarded as 
sexual. Dr. H’s father, who was generally emotionally aloof, would occasionally 
massage his daughter’s legs when they were sore. Even though there was no in- 
cestuous involvement between Dr. H and her father, her mother constantly said 
things to suggest that there was. Her mother also said to Dr. H when she was 12 
that she was becoming a prostitute, even though she was in no way sexually ac- 
tive. She reflected that her affair with her patient had been a self-fulfilling proph- 
ecy, enacting the very prediction made by her mother. 

Throughout her childhood and adolescence, Dr. H noted a strong wish to as- 
sert her autonomy by rebelling against her mother. She experienced her mother’s 
control over her as though her mother were a tyrant who would not allow her to 
have her own separate identity. When she was in college she deliberately chose 
boyfriends who would outrage her mother. Similar patterns developed in the 
transference to her analyst: she saw him as controlling and wanted to defy him. 


The lovesick pattern is quite typical of female therapists who have trans- 
gressed sexual boundaries. The familiar pattern of projecting one’s own need for 
love onto the patient and attempting to rescue the patient from a harsh child- 
hood is clear in Dr. H’s case. Perhaps of most interest, however, is the nature of 
her superego pathology. Dr. H clearly did not have an internalized sense of 
moral or ethical standards and relied on external rules to govern her behavior. 
Her mother had been internalized as a harsh and archaic superego that would 
overreact to the slightest hint of sexualized behavior. 

In many ways, Dr. H’s impulsive behavior with her patient resembled the psy- 
chodynamic pattern that Leon Wurmser (1987) described in drug users. He re- 
ported that an impulsive act of drug use may represent a defiance or temporary 
overthrow ofa particularly harsh and exaggerated archaic superego structure. In 
Dr. H’s excitement about her patients antisocial behavior and her secret sexual 
relationship with him, she was enacting a powerful fantasy of overthrowing her 
tyrannical and controlling mother, who had been introjected as a key component 
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of her superego. She did have the capacity for guilt and shame and had experi- 
enced an unusual burden of shaming from her mother throughout her child- 
hood and adolescence, to the point that it became a stifling internalized affect. 

Her guilt feelings were partially dealt with through a self-destructive ten- 
dency to sacrifice herself for her patient. The sexual involvement was a compro- 
mise formation in which she both defended against her stifling superego 
pressures as well as gratified them by punishing herself. The punishment could 
have led to death or the loss of her state license, but she had sufficient judgment 
to extricate herself from the relationship before disaster occurred. 

As Dr. H continued the analytic exploration of her unconscious motivations 
for the disastrous relationship, she came to recognize that she was fending off a 
state of psychological deadness. She felt alive and energized through her relation- 
ship with her dangerous lover. Through much of her early childhood, she had ex- 
perienced her mother as a distant figure who was inaccessible to her. She 
unconsciously identified with this “dead” mother, in the manner described by 
Andre Green (1986), and felt a desperate need for someone else to bring her to 
life. Her relationship with her live-in boyfriend was similarly lifeless, and her pa- 
tient represented an escape route from her unbearable psychological deadness. 
The emotional unavailability of her father exacerbated this internal lifelessness. 

Dr. H had imagined that she was an exception to the usual ethical standards 
because her intense love for her patient transcended such mundane codes. 
Other therapists rationalize their behavior by saying that they did not actually 
have genital intercourse, so they were not truly involved in sexual exploitation. 
Even though oral sex or genital fondling have occurred, these clinicians assuage 
their consciences by reassuring themselves that they have maintained a limit in 
the relationship. 

A number of years ago, Harold Searles (1979) made the following observation: 


It has long been my impression that a major reason for therapists’ becoming ac- 
tually sexually involved with patients is that the therapist's own therapeutic striv- 
ing, desublimated to the level on which it was at work early in his childhood, has 
impelled him into this form of involvement with the patient. He has succumbed 
to the illusion that a magically curative copulation will resolve the patient's ill- 
ness which tenaciously has resisted all the more sophisticated psychotherapeutic 
techniques learned in his adult-life training and practice. (p. 431) 


Professions of love and caring often mask unconscious feelings of despair 
and rage at the patient’s tendency to thwart the analyst's omnipotent strivings to 
heal. Andrea Celenza (1991) reported a case of a therapist who began a seduc- 
tion of the patient when the treatment was at an impasse. The therapist could 
not tolerate countertransference feelings of a negative valence, nor could he tol- 
erate the patient’s negative transference. The seduction was viewed by Celenza 
as an unconscious attempt to bypass negative feelings in the patient (as well as in 
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himself) and to foster an idealizing transference that both patient and therapist 
could bear. Rage and resentment toward the patient are often just underneath 
the surface in the lovesick analyst, who defends against such feelings with an es- 
calating reaction formation so that the sadistic underpinnings of the acts of sex- 
ual transgression are maintained outside of conscious awareness. 

The fantasy that sex will magically cure the patient is one that dates back to the 
origins of psychoanalysis. Writing about the early days of his medical career in Vi- 
enna, Freud (1914/1963b) described receiving a patient from Chrobak who had 
attacks of anxiety. Chrobak explained that the patient’s anxiety was related to the 
fact that her husband was impotent and they had never had sex in their 18 years of 
marriage. Chrobak indicated to Freud that the only prescription for the patient’s 
problem was “penis normalis dosim repetatur!” (Freud 1914/1963b, p. 15). 
Roughly translated, the prescription was for repeated doses of a normal penis. 
Freud expressed reservations about this means of cure. 

The sadistic origins of the therapeutic copulation fantasy are so split off or 
repressed that analysts are frequently astonished to hear that their patient felt 
harmed or betrayed by the sexual relationship. In these cases, the analyst main- 
tains that he was in love with the patient and only doing what she wanted. He ap- 
pears incapable of seeing the inherent hostility and exploitation in the behavior. 
In this regard, the sexual relationship between analyst and patient resembles the 
common dynamics of paraphilias such as fetishism, in which the truth of an as- 
pect of experience is known by one part of the personality but denied and split 
off by the other part. Ferenczi viewed incestuous relations with children as a 
form of “hate impregnated” love. The same can be said of therapist-patient sex. 

Some severely narcissistic therapists literally believe that their sexual prow- 
ess is such that patients will be healed of their sexual anxieties by having sex with 
them. This cultural myth of sex being therapeutic is so widespread that many 
women also believe it. A middle-aged female patient insisted that the only thing 
that would help her was an orgasm induced by sexual activity with her therapist. 
Two male therapists had tried this method with her without any change in her 
condition, but she firmly maintained her conviction. Even in the feminist film 
Thelma and Louise, the suggestion is that all Thelma needed to transform her 
from an unhappy housewife to a fulfilled woman was sex with the right man, 
that is, a hitchhiker she picked up on the road who later robbed her. 

This compartmentalization of experience along fetishistic lines also applies 
to the lovesick analyst’s way of handling superego pressures. Some lovesick ther- 
apists who are ordinarily ethical in their conduct have the capacity to compart- 
mentalize the superego prohibitions and handle them in a way that renders 
them irrelevant to the specific circumscribed relationship with the patient. 
Other therapists, like Dr. H, are actively rebellious against such rules stemming 
from childhood experiences of controlling parents whom they felt they needed 
to fend off to maintain autonomy. 
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Another psychodynamic theme common to the lovesick analyst revolves 
around mourning and grief. The sexual relationship with a patient may in and of 
itself represent a manic defense against painful feelings of loss (Gabbard 1994d). 
The clinician may be undergoing losses in his or her personal life and feel that 
dealing with further losses in the office is unbearable. In this regard, termina- 
tion may be a particularly problematic time. Every analyst must deal with an in- 
evitable loss at the time of termination of treatment. Both analyst and patient 
may collude in warding off feelings of grief by embarking on a new relationship, 
in which they may meet for lunch, attempt to socialize, and pursue common in- 
terests. They may ultimately descend the slippery slope to a fully sexual relation- 
ship. Both analyst and patient deny the ending by embarking on a new 
beginning. As Stanley Coen (1992) stressed, sexualization may transform pain- 
ful feelings into more positive, exciting ones. 

Judith Viorst (1982) interviewed 20 analysts regarding their feelings about 
termination of patients. These analysts used the same defenses as their patients 
to deal with the pain of the loss. Postanalytic contact fantasies were prominent 
in the service of denying the permanence of the loss. In fact, one analyst ac- 
knowledged that he dealt with his feelings about termination by imagining that 
he would marry each of his female patients. 

Another variant of this defense against loss is seen when the analyst cannot 
allow the patient to get better because it represents an intolerable loss of con- 
nection for him or her with the patient. Winer (1994) viewed therapist-patient 
sex as an extreme instance of this failure to let the patient improve and let him or 
her go. It is also, of course, a dramatic instance of the analyst’s needs superseding 
those of the patient. 

Another disillusionment may be at work in the lovesick analyst. Commonly, 
one finds that these analysts are intensely resentful toward their institutes or 
their own training analysts, whom they feel did not treat them in the way that 
they deserved to be treated. They may harbor anger at not being promoted to 
training analyst or an administrative post to which they felt entitled; regarding 
their training analysis, they may feel that certain aspects of their psyche were left 
unexplored or unanalyzed in the treatment. Ferenczi, for example, was bitter to- 
ward Freud for never analyzing his negative transference and said so in a letter to 
him (Dupont 1988). He expressed his anger by rejecting Freud’s technique and 
developing his own, more indulgent, methods, in which he would give the pa- 
tients the maternal love (and physical affection) they did not receive as children. 

When the analyst or therapist is employed by an institution, resentment or 
anger at the institution are often seen as a frequent determinant in sexual trans- 
gressions with patients. The therapist may unconsciously wish to embarrass the 
institution in the same manner that adolescents attempt to embarrass their par- 
ents with delinquent behavior. Hence, the revenge motive is also at work in 
many of these cases. 
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Conflicts about gender identity and sexual orientation may be significant is- 
sues in analyst-patient sexual liaisons. Some male analysts, insecure about their 
masculinity, have a strong need for female patients to validate their appeal as 
men. Sexual enactments with a patient may be one way the analyst attempts to 
convince himself that he is truly male and is sexually desired by females. 


The Case of Dr. | 


Dr. I entered analysis after he was charged with sexual misconduct by one of his 
colleagues, who saw him in another city with a patient. He acknowledged that 
he had exercised poor judgment, but he said the love he and his patient felt for 
each other was a “love that knows no bounds.” He said he had never felt this kind 
of love in any relationship before. At the time the relationship started, he was 48 
and the patient was 34. 

He described how the relationship started. At the end of an analytic hour, the 
patient got off the couch and, in an uncharacteristic way, turned and looked di- 
rectly at him. She said to him, “You look like you’re in pain.” He was deeply 
touched by her comment and felt she cared about him in a way that his wife 
never could. She touched his shoulder for a moment and looked at him. In that 
glance, Dr. I felt she affirmed him as a man. 

Dr. I and his wife had been living lives of quiet desperation for years. He be- 
came obsessed with thoughts about his patient that occupied him throughout 
the day and into the night. He had the sense that if only he could reciprocate her 
love, his pain, which she had perceptively noted, would be healed. He found 
himself driving by her home in the evenings, and he wrote notes to her that he 
never mailed. He worked out extensively at a gym where he hoped she would ap- 
pear. As he lifted weights, he would look at women passing him and try to catch 
the same look in their eye that he had experienced with his patient. 

Ever since the episode when his patient touched him, Dr. I was convinced that 
she would receive his interest with open arms. He finally told her during a session 
that he could no longer contain himself, that he was passionately in love with her. 
She responded, “I know’ She got up and embraced him, and they sat on the couch 
together. She said that she would leave her husband for him. Dr. I responded that it 
would be unethical for them to have a sexual relationship. He went on to say that al- 
though he could contain himself physically, he could no longer contain his feelings. 

From that time on, there were numerous sessions in which they would em- 
brace on the couch. Eventually, embraces turned to deep, passionate kisses and 
genital fondling. Dr. I was concerned that he would not be potent and was afraid 
to take the relationship beyond the stage of fondling and kissing. 

They started meeting outside the office in other cities when Dr. I traveled to 
professional meetings. During these times, they would often share a hotel room, 
but he tried to abstain from sexual relations to reassure himself that he was being 
ethical. His patient would massage his genitals until he attained an erection, but 
he would discourage her from going further. Finally, she began to fellate him un- 
til he ejaculated. At this point, he felt that she had “cured” him of his problems 
with potency, and they began engaging in genital intercourse. 

In his analysis, Dr. I frequently talked about his victimization at the hands of 
women from his past. His mother paid no attention to him and always seemed to 
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favor his two brothers over him. If he ever cried in front of his mother, he com- 
plained, she would simply order him to go to his room and stop crying. He said 
he found his neediness repugnant and disgusting. Whenever he thought about 
the relationship with the patient (which had ended by the time he was in analy- 
sis), he thought of all he had given to her. He did not like to think of himself as 
vulnerable and needing something from her. When the relationship was discov- 
ered, he became terrified of the consequences and confessed to his wife what had 
happened. He was amazed at how understanding she was, and he curled up in 
her arms like an infant suckling at the breast. He said he had never felt so needy 
in his life, and he was amazed and grateful that his wife could provide such suc- 
cor. He said there was a palpable, almost tastable feeling of nurturance. 

Like Ferenczi, Dr. I attempted to give to his patients what he did not receive 
from his own mother. Like Dr. H, even his sexual affair with his patient was 
couched in terms of what he was giving to her rather than what needs of his own 
were being met. A central conflict in Dr. I emerged when his regressive longing to 
be nurtured at the breast produced an overwhelming fear of passivity and vulner- 
ability, leading him to defend against the wish with an attempt to be hypermas- 
culine. He once commented that his wish to be held by his patient made him feel 
so vulnerable that he sexualized the relationship as a way of reasserting control. 

It became apparent in the analysis that part of his fear of passivity was re- 
lated to homosexual anxieties and insecurity about his maleness. He said that he 
had never gotten over the fact that he was supposed to be a girl. His mother had 
always conveyed to him that his maleness was unacceptable and had given him a 
first name that was gender-ambiguous. With each sexual liaison with his patient, 
Dr. I repeatedly reassured himself that he was not castrated, was not female, and 
was a desirable male. 

In the initial phases of the analysis, Dr. I was completely unaware of any hos- 
tility in his relationship with the patient. As the treatment progressed, however, 
he began to recognize that a bitterness toward his mother for her childhood ne- 
glect of him had entered the equation. The experience of being shut out by his 
mother while she catered to his two brothers was reversed in his own situation, 
in which he shut out his wife and directed all of his affection toward his patient, 
thus turning a childhood situation of humiliation and exclusion into one of adult 
triumph and revenge. 

The reasons that Dr. I fell in love with a patient, rather than a woman who 
was not off-limits from an ethical standpoint, became clearer in the analysis 
when he examined his relationship with his father. He had little to say about his 
father, who had been emotionally unavailable to him throughout childhood. 
About 2 years into the analysis, Dr. I made a startling revelation almost in pass- 
ing. He indicated that at one time his father had been a minister but had report- 
edly been ejected from his church after having an affair with one of his 
parishioners. The analytic work helped him to realize that he was unconsciously 
reenacting a pattern similar to his father’s; Dr. I regarded that revelation with 
horror because he had always tried to make a point of being different from his fa- 
ther. He came to see the sexual relationship with the patient as a compromise 
formation involving the fulfillment of an oedipal wish to possess a forbidden in- 
cestuous object coupled with an identification with his father that resulted in his 
disgracing himself, thus ensuring that he would not surpass his father. 
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Although Dr. Ts situation focused largely on insecurities about his mascu- 
line identity, other cases involve conflicts about sexual orientation. In same-sex 
dyads, some analysts or therapists use a relationship with a patient as a way of 
exploring their own sexual orientation. In a study of 15 female therapist-female 
patient liaisons, 20% of the therapists identified themselves to patients as het- 
erosexual, 20% as bisexual, and only 40% as clearly lesbian (Benowitz 1995). 
Twenty percent said they had not been sexually involved with a woman before, 
and 33.3% demonstrated internal conflict concerning their sexual orientation 
or sexual behavior with women. John Gonsiorek (1989) noted a similar pattern 
in male therapist-male patient dyads. 

Sexual transference and countertransference feelings are characterized by 
considerable fluidity in gender and sexual orientation (Davies 2015; Gabbard 
1994f). A number of female therapists have reported becoming sexually involved 
with female patients even though they did not find the patient sexually appealing 
or did not think of themselves as homosexual. They may have become so infat- 
uated with the patient that they were willing to go along with a sexualization of 
the relationship just to stay in the company of the patient. These reports are in 
keeping with the contemporary psychoanalytic view that sexuality is rooted in a 
multiple self-state model involving conflicting systems of early internalized ob- 
ject relations (Davies 2015). Because of heteronormative biases, there may be 
disowned sexualities buried in the unconscious. As Davies (2015) notes, 


If we presume that multiple homoerotic and heteroerotic constellations do in- 
deed occur universally, not as an early precursor to some ultimate sexual orien- 
tation but as an “at times integrated, at times split off” foundation for all later 
erotic experience regardless of sexual object choice, then we have constructed a 
system that conceptualizes and allows for an erotic development of infinite va- 
riety, complexity, and outcome. (p. 269) 


In keeping with Freud’s idea of a fundamental bisexuality, this conceptual model 
allows for the emergence of sexual behavior in professional boundary violations 
that has previously been disavowed by either analyst or patient. 

Although it is tempting to draw parallels between the forbidden aspects of the 
oedipal constellation in childhood and the boundary violations between thera- 
pist and patient as adults, the material reported in this chapter on the basis of clin- 
ical work with such therapists and analysts suggests that primitive pre-oedipal 
themes are also prominent in cases of lovesickness (Gabbard 1994d). One such 
theme is the wish to be transformed by the patient. Christopher Bollas (1987) 
noted that the mother is initially experienced not as a separate person but as a 
process of transformation: “In adult life, the quest is not to possess the object; 
rather the object is pursued in order to surrender to it as a medium that alters 
the self” (p. 14). Hence, at the most fundamental level, the therapist or analyst 
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may harbor the fantasy that the patient will be a love object that serves as an 
agent of magical change. Indeed, the experience of Dr. I was that a loving and 
sexual relationship with his patient would bring him the happiness that he had 
never known and make him “a new man.” He also used sexualization as a de- 
fense against more primitive wishes. 

The sexual contact between analyst and patient is often rather dysfunctional. 
There may be impotence, inability to ejaculate, inability of the female partner to 
reach orgasm, or premature ejaculation. However, many of the therapists in- 
volved in such relationships stress repeatedly that sex was not really the point. 
Richard Chessick (1992) viewed the therapist in such situations as suffering 
from a severe narcissistic imbalance in which he attempts “a sadistically enforced 
control of an archaic self-object to restore that equilibrium” (p. 162). Many of the 
women who have been involved with male therapists or analysts sense that they 
were being used sexually to gratify the needs of their therapist. Some reported 
that they ultimately felt they were being used as a masturbatory aid. This percep- 
tion of the patient, of course, fits with the formulation that the therapist has 
fallen in love with an idealized version of himself projected onto the patient. 


Masochistic Surrender 


Some analysts appear to be highly invested in their own suffering. Treating patients 
who are viewed as “difficult” or “impossible” by others may be the source of consid- 
erable masochistic gratification for the analyst who is able to “hang in there” when 
other colleagues have given up. These masochistic tendencies may be constructively 
channeled by some analysts in a manner that allows them ultimately to succeed 
with the treatment of refractory patients. In others, however, the need to suffer leads 
inexorably down a self-destructive course to sexual boundary violations. 

Some analysts repeatedly find themselves in a relationship with a difficult 
patient in which they feel tormented by the patients demands. This pattern re- 
flects a masochistic relational style that may have tragic consequences. These 
therapists appear to pursue humiliation and victimization in their work and of- 
ten in their private lives as well. 

These clinicians characteristically have problems dealing with their own ag- 
gression. To assert their own rights or to set limits on the patient is viewed as 
cruel and sadistic, so all anger is turned inward in the form of self-defeating be- 
haviors and attitudes. As the patient’s demands escalate, the analyst uses reac- 
tion formation to defend against growing resentment and hatred toward the 
patient. Just at the point when the analyst's resentment is reaching monumental 
proportions, the patient may accuse the analyst of not caring. In such confron- 
tations, analysts feel that their negative feelings have been exposed. The ensuing 
guilt feelings lead them to accede to the patient’s demands so that aggression in 
either member of the dyad is kept at bay. 
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Psychoanalytic work with analysts in this category commonly reveals an 
overidentification of the therapist with the patient. Like lovesick therapists, 
those in this category may be reenacting their own childhood experiences of 
mistreatment at the hands of parents. They are well characterized by Arnold 
Cooper’s (1993) description of narcissistic-masochistic personality disorders. 
Cooper noted that “these individuals assume that all objects close to them exist as 
a source of frustration and malice. In effect, they use the relationships in the ex- 
ternal world to produce endless duplications of the refusing, cruel pre-oedipal 
mother that dominates their internal world” (p. 55). 

Analysts who fit this profile are particularly susceptible to patients who 
present themselves as victims who are entitled to be compensated by the analyst 
for the suffering they experienced as children. On the surface, these analysts are 
drawn into gratifying the patient’s demands to be compensated. Underneath the 
surface, they are distinguishing themselves through their suffering. They often 
harbor the conviction that their suffering is more severe and more prolonged 
than that of others and that therefore they deserve special recognition for it. As 
A. M. Cooper (1993) noted, such individuals may have a secret fantasy of them- 
selves as innocent child victims of malicious parents who might yet love them if 
they are sufficiently submissive. 

The analysts in this category often recognize the unethical nature of the sex- 
ual activity after it has occurred, and they attempt to stop the treatment and seek 
help for themselves. They may masochistically turn themselves in to licensing 
boards or ethics committees. When litigation enters the picture, they often fare 
far worse than colleagues who are psychopathic predators because they are 
much less manipulative and they deal with the proceedings in a straightforward 
and honest manner. 

A specific projective-introjective pattern frequently occurs in the masoch- 
istic surrender scenario. The sequence of events is best understood as the un- 
folding of a drama involving three principal characters: an abuser, a victim, and 
an omnipotent rescuer (Davies and Frawley 1992; Gabbard 1992). The analyst- 
patient relationship begins as a rescuer-victim paradigm until the analyst has 
“run the extra mile” by descending down the slippery slope to the point that he 
or she feels relentlessly tormented by the patient. At this point, the roles change 
and the patient becomes the “abuser” and the analyst becomes the “victim” In 
an effort to rescue the patient, the analyst colludes with a reenactment of early 
abuse in which he or she becomes the abuser and the patient is once again the 
victim (Gabbard 1994c; Gabbard and Wilkinson 1994). The threat of suicide 
may play a major role in the scenarios involving masochistic surrender. In 
Chapter 4, that variation will be discussed in depth. 

Analysts or therapists prone to masochistic surrender may be particularly 
vulnerable to unscrupulous patients with sadistic and psychopathic features. 
Occasional cases appear in which such patients (male or female) ask a therapist 


54 Boundaries and Boundary Violations in Psychoanalysis 


to come to their homes, where they then attempt to seduce the therapist while 
tape-recording the interaction. They subsequently contact an attorney and sue 
the therapist in hopes of winning a large financial settlement. As noted earlier in 
this chapter, however, regardless of the patient’s pathology, the therapist or an- 
alyst is always responsible for maintaining appropriate boundaries. 


Misuses of Categories 


Although the four categories I have outlined have some value, especially in de- 
termining which analysts or therapists may be amenable to rehabilitation and 
treatment, these categories can also lend themselves to misuse. Because of the 
countertransference need most of us have to see the psychopathic predator as 
having nothing in common with us, there is a risk of making a binary distinction 
in which the psychopathic predator is “bad” and the lovesick and masochistic 
surrender categories reflect “good” practitioners. In other words, the predatory 
psychopathy category is seen as having a severe compromise (or absence) of any 
form of superego structure, whereas those who are in the lovesickness or mas- 
ochistic surrender categories are seen as basically ethical with well-established 
superego structures (Gabbard and Hobday 2012). 

With increasing experience in the evaluation and treatment of mental health 
professionals with boundary violations, I have learned that it is specious to think 
of a simple binary classification that divides the groups into psychopaths, on the 
one hand, and on the other, a group of honest but depressed, burned out, work- 
aholic, lovesick, disillusioned, traumatized, or beleaguered therapists who lack 
fundamental superego problems. I have been chagrined to note that many 
within the psychoanalytic profession prefer these either/or categories rather 
than appreciating the full complexity of the situation. The near-universal vul- 
nerability is far too distressing for most of us to face. 

The fact that many ethical transgressions and corrupt behaviors occur in an- 
alysts and therapists who are generally thought to be ethical practitioners sug- 
gests that terms such as integrated superego may be a mythical construct. Clearly, 
there is a spectrum of superego pathology that is not limited to those who qualify 
for antisocial or psychopathic diagnoses. As Arlow (1982) said some years ago, 


The superego is by no meansa uniform, coherent, integrated, harmonious struc- 
ture. It is a mass of contradictions, fraught with internal consistency or, as we say 
in our technical language, intra-systemic conflicts. This functioning is neither 
uniform nor reliable, and it is in this respect that the idea that the superego rep- 
resenting the policeman of the psyche holds up best. Like the policeman in real 
life, the superego is hardly around when needed most. (p. 234) 


Terms such as superego lacunae that are often invoked in discussions of cor- 
rupt behavior in apparently honest individuals are oversimplified. The notion of 
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lacunae implies a fixed hole in an intra-psychic structure that is, in and of itself, 
far from fixed. The superego is a fluid structure that involves a variety of iden- 
tifications from multiple developmental levels. Moral judgment of what one 
should or should not do can be shifted in ways that are reminiscent of situational 
ethics. As Arlow aptly put it, “The superego is very discriminating in the treat- 
ment of the self. Like any judge in real life, it can be corrupted, seduced, de- 
ceived, beguiled, distracted and sequestered” (Arlow 1982, p. 235). 

The fact that numerous analysts and therapists who have clean records of 
ethical conduct are brought to the attention of ethics committees and licensing 
boards reflects the fact that there is a continuum of superego pathology of a com- 
plex nature that defies the binary categories that we far prefer over the conun- 
drums presented by real situations. Another implication is that those who engage 
in boundary violations are often masters of self-deception. They engage in elab- 
orate mental gymnastics to convince themselves that what they are doing, which 
under some circumstances might be unethical, is not in fact unethical because 
they regard their situation as exceptional in nature. Hence, there is a continuum 
of self-deception techniques that runs parallel with the continuum of superego 
functioning that permits corrupt behaviors in generally ethical practitioners. 

As noted earlier in this chapter, certain well-known analysts are able to con- 
vince themselves that the rules actually do not apply to them. They have de- 
clared themselves to be innovative and improvisational, and they will argue that 
their highly idiosyncratic ways of working with patients are actually very effec- 
tive. They may even stress that if one of their trainees tried to engage the patient 
in the way they do, it would be problematic. In any case, the point is that the 
usual professional boundaries are not particularly relevant to them at this point 
in their careers. 

This way of thinking is in keeping with a growing body of research that ex- 
amines moral hypocrisy (Batson et al. 1997), defined as an individual's ability to 
hold a belief while acting in discord with it. One of the findings of the research 
in this area is that most individuals evaluate their own moral transgressions as 
less egregious than the same transgressions enacted by others. Moreover, exper- 
imental evidence suggests that moral reasoning tends to be context-dependent, 
and the people who are generally moral find it fairly easy to justify immoral be- 
havior (Valdesolo and DeSteno 2006). 

Another form of mental gymnastics that I have noted in analysts and ther- 
apists who attempt to justify boundary transgressions can be summarized as “I 
have earned this” (Gabbard and Hobday 2012). Analysts who fit this model of- 
ten have secretly harbored the conviction that they have suffered with highly 
difficult patients in a way that is far more extensive and severe than that of their 
peers. They may develop a growing sense of entitlement to bend or break pro- 
fessional boundaries because of their suffering. They may feel that they have 
earned one small transgression, which may take the form of unethical behavior 
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or gratification that is conflictual and forbidden by the dictates of the profes- 
sion. They rationalize that they have been a “straight shooter” for their entire ca- 
reers and they deserve to have an exception made for them in one particular 
instance, as described earlier in the masochistic surrender group. 

Another way that these individuals can rationalize what they are doing with 
patients is to use a mode of self-deception that avoids direct acknowledgment of 
the unethical nature of what they are doing. Deception of self and other is em- 
ployed in the service of defending against their feeling of being a failure or a cor- 
rupt practitioner. They may distort the truth to themselves and others to 
maintain self-esteem. Hence, the vulnerable sense of self is protected at the cost 
of misrepresenting oneself. Indeed, the research literature on moral hypocrisy 
cited earlier suggests that at a fundamental level, preservation of a positive self- 
image seems to trump the use of more or less objective moral principles or 
“rules” in decision-making for most people (Valdesolo and DeSteno 2007). 
These individuals, when caught in their lies, may express mortification and 
shame at what they have done. They also may say that they realize it was wrong 
to lie, but they then expect others to join them in the collusion that because they 
admitted the dishonesty, the lie has been undone and they are now reinstated to 
trustworthy, honorable status. This form of self-deception is a classic example of 
the doing and undoing defense. This scenario is a good illustration of the fluid- 
ity of the superego, in which moral conscience is apparently absent when the lie 
is told but reappears with a vengeance afterward when the analyst or therapist is 
expressing shame and humiliation at his or her error in judgment. 

Another mode of rationalizing through mental gymnastics is the belief that 
any negative impact resulting from well-intended behaviors is simply a misun- 
derstanding on the part of the patient. An analyst who hugs a patient at the end 
of the session may insist that his intent was simply to provide a paternal comfort 
that the patient had lacked as a child. The patient, however, may have felt vio- 
lated and humiliated. Problems of mentalizing are central to this discrepancy 
between intent and impact (Gutheil and Gabbard 1998). In other words, the an- 
alyst has difficulty imaginatively placing himself in the mind of the patient and 
recognizing how his perspective may be different from hers. When confronted, 
the analyst’s defense may be that he has hugged patients for years and no one has 
ever reacted like this particular patient did—in essence, arguing that the patient 
should be blamed for not magically knowing his intent instead of looking in- 
ward at how he failed to empathize with the internal experience of the patient 
(Gabbard and Hobday 2012). A corollary to this assertion that “it was not my 
intent” is a fall back to the strategy of “I wasn’t thinking” I have heard this ex- 
planation often as a way of using disavowal; that is, the person who made that 
transgression was “not really me? 
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The Common Ground of Narcissism 


The foregoing section of the misuse of categories, binary thinking, superego 
fluidity, and mental gymnastics in the service of self-deception leads to the fol- 
lowing conclusion: narcissistic problems of one kind or another are involved in 
almost all cases of boundary violation. Narcissistic issues occur on a continuum 
ranging from analysts with psychopathic structures to those who are vulnerable 
and needy for love. Herbert Strean (1993) discussed clinical work with four 
therapists who had had sex with their patients and reached the conclusion that 
all had serious problems with being able to love. They were all childishly nar- 
cissistic individuals who found it difficult to relate to others with sustained em- 
pathy. In each case, they had experienced ungratifying relationships with both 
of their parents and had considerable resentment that powerful wishes for phys- 
ical and emotional contact had not been gratified. 

A key manifestation of the analysts’ struggles is the grandiosity inherent in 
virtually all these cases. A recurring theme is a conviction that “I alone can save 
(or heal) this patient.” Altruistic wishes to rescue are transformed into omnip- 
otent strivings to heal. Analysts who believe their love or their selfless sacrifices 
will cure the patient are -essentially caught up in the fantasy that it is their person 
rather than their technique and knowledge that will help. Although the relation- 
ship is certainly part of the therapeutic action of psychoanalysis, the manage- 
ment of that relationship is a key aspect of analytic technique. 

Another commonality striking to all observers of this phenomenon is the 
profoundly sadomasochistic core in these clinicians. In some cases the sadism 
toward the patient is more apparent, whereas in others the self-destructive ten- 
dencies of the analyst are more prominent. In all cases, however, both are pres- 
ent in one form or another. Strean (1993) found that all four of the therapists he 
treated showed considerable self-hate, which often took the form of acting-out 
behavior that confirmed their self-contempt. 

A third common denominator is some tendency toward action over reflec- 
tion. Many of the analysts and therapists who become sexually involved with 
their patients have an ego impairment in the area of their capacity to engage in 
fantasy (Gabbard 1994f). Dr. H personified this difficulty. In her own words, 
“There is a point in me where thought and fantasy disappear, and I just have to 
do something to resolve an internal conflict. This type of action is different from 
and often in opposition to the type of reasoned action needed to resolve a real 
external conflict?” Helen Meyers (1991) made a similar observation about cer- 
tain perverse patients for whom action replaced fantasy. Other clinicians may be 
able to work through intense erotic countertransference through the productive 
use of fantasy. This impaired ability to fantasize is certainly not a universal fea- 
ture of therapists or analysts who transgress sexual boundaries, but it is found 
often enough to warrant attention. 
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A fourth common denominator is the analyst’s perception of a deficit in the 
patient that requires some sort of enactment to be filled. This dimension is in- 
timately linked to a confusion of role, in which the analyst becomes a lover or 
parent instead of an analyst. Winer (1994) referred to this boundary line as the 
difference between being a consultant, which more accurately fits the role of the 
analyst, and being a parent. Seeing the patient as having missed out on some- 
thing in childhood may evoke powerful rescue fantasies in the analyst, who feels 
he or she must do more and more to fill the void left by the patient’s parenting 
experience. 

In identifying these common themes, we do not mean to imply that these 
factors definitively differentiate analysts who engage in sexual boundary viola- 
tions from those who do not. The stress of divorce, death ofa loved one, severe fi- 
nancial or professional blows, or other wounds to which all analytic flesh is heir 
can erode the smooth functioning of the ego, the superego, and the self, as well as 
the characteristic patterns of object relations. Although we would like to think 
that a thorough personal analysis is prophylactic for vulnerability to transgres- 
sions such as analyst-patient sex, experience suggests otherwise. Freud himself 
was pessimistic about the capacity for an analysis to prevent serious difficulties 
from arising in subsequent phases of the adult life cycle (Freud 1937/1964). 

A recurrent theme found on examining analysts who have become sexually 
involved with their patients is an overvaluation of love and its power to heal 
both therapist and patient. Love may be as much a slayer as a healer. When we 
begin to feel that we can love our patients better than their parents did, we 
should acknowledge that we are at risk for succumbing to the siren song of the 
mythic power of love about which poets have cautioned us for centuries. As 
Leon Altman (1977) noted, 


The need to disown hate might even be the root cause of our need to place so much 
emphasis on love, to ask so much of it. Demanding more from love than it can ac- 
complish may bedevil our work as analysts.... Therapeutic zeal in this direction is 
as unwise and unanalytic as it is in any other. Love will not cure all. (p. 43) 


CHAPTER 4 


The Role of Suicidality in 
Sexual Boundary Violations 


SUICIDAL patients, by their very nature, touch on a special vulnerability 
that is an occupational hazard of analysts. Most of us prefer to think of analytic 
work as something other than a life-or-death matter. We visualize our ideal pa- 
tient as an intelligent, reflective, attractive person, haunted by intrapsychic con- 
flict but strongly motivated to understand (hopefully, a person somewhat like 
us). This much-desired patient embraces life and wants to make changes so life 
can be lived more fully. By contrast, suicidal patients have determined that life 
has little to offer and that analysis is a dubious proposition. What insight could 
possibly transform life into a journey worth traveling? These patients quicken 
the analyst’s pulse by rejecting a priori the notion that analytic insight has the 
potential to make life worth living. In cases of sexual boundary transgressions 
in which the analyst is male and the patient is female, it has been reported that 
more than 50% of the patients are actively suicidal (Celenza and Gabbard 
2003). We often speak of such “widening scope” patients as being on the border 
of what analytic treatment can address, but my experience as a supervisor of 
candidates and a consultant to colleagues suggests that these patients are in- 
creasingly common and have moved from the borders to the heart of psycho- 
analytic work. 

In Chapter 3 I discussed the willingness of certain analysts to masochisti- 
cally surrender themselves to patients who are particularly difficult or “impos- 
sible?” Many of these individuals have come to me with gut-wrenching tales of 
how they attempted to “save” a seriously suicidal patient from self-destruction. 
In this context I will share a cautionary tale of Dr. J, an analyst in his 40s who 
consulted me many years ago in the aftermath of a horrific boundary violation. 
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The Case of Dr. J 


Jenny was a deeply distressed 35-year-old woman when she came to see Dr. J. His 
first reaction when he saw her in the waiting room was that she was the most 
beautiful woman he had ever seen. As she began to tell him the saga of her tragic 
life, Dr. J was moved. At one point in the middle of her tale, Jenny told Dr. J that 
she was attracted to him and asked if they could stop the meeting so that they 
could date. Dr. J clarified that dating was impossible because their professional re- 
lationship had already begun, and turning back the clock was not an option. Dis- 
appointed but undaunted, Jenny went on to tell Dr. J how her mother had tortured 
her by locking her in a closet when she was a child. She also described the details 
of an incestuous sexual relationship with her father from the age of 5 years until 
the age of 12 years. These horrific but poignant accounts moved Dr. J intensely. 
Despite the adversity of her early life, Jenny was an intelligent woman who had 
been accepted into medical school only to drop out and become a model. 

As the treatment progressed, Jenny’s sexualized transference toward Dr. J ap- 
peared to dissipate. She became distressed after some of her sessions, however, 
and passed out on five or six different occasions in the waiting room. Dr. J was 
puzzled. Jenny seemed depressed and described a lifelong death wish. She also ap- 
peared to dissociate frequently. She recurrently voiced fantasies of killing herself 
after separating from everyone who was close to her. She had a thoroughgoing 
conviction that she was evil and dirty and was beyond redemption. Nevertheless, 
she told Dr. J that she felt calm when she was with him and that she had soothing 
dreams about him. She passed many sessions in silence, during which she would 
tell Dr. J that he needed to guess what she was thinking. 

Jenny arrived in Dr. J’s office at a particular time in his life. He had termi- 
nated his own analysis 1 year prior to her beginning treatment with him. He had 
also had a series of more recent losses in the months preceding Jenny’s arrival. 
His younger sister had died of cancer, one of his closest friends had been killed in 
a motor vehicle accident, and his fiancée had broken their engagement and 
moved out of his home 2 months prior to the beginning of Jenny's treatment. Dr. 
J was beleaguered and told me that, in retrospect, he probably should not have 
attempted to treat a patient like Jenny at that particular moment in his life. He 
clarified that although he was not in love with her, he often felt like an older 
brother who was protective of her and deeply committed to rescuing her from 
herself. He felt he had been making headway when she told him that he had 
helped her to stop living for others. 

Things then took a turn for the worst. After about 3 years in treatment, Jenny 
started to fall silent in the sessions. She eventually told Dr. J that she was termi- 
nating treatment and moving away. With a good deal of coaxing from Dr. J, Jenny 
revealed that she had quit her job and given away prized possessions. With fur- 
ther probing, she finally confessed that she had purchased a gun. She announced 
to her analyst that death would be a relief. Dr. J became desperate. A descent 
down the “slippery slope” ensued. He began extending Jenny’s sessions from 1 to 
2 hours and saw her at the end of the day so that their sessions went well into the 
evening. When he met her for double sessions, he charged for only one. 

Dr. J became increasingly worried that Jenny’s lethality was such that she 
could no longer be handled as an outpatient. A variety of antidepressant medi- 
cations had been tried, with no effect. He suggested that she needed to be hos- 
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pitalized to save her from suicide. Jenny refused hospitalization and refused to 
see a consultant. Nevertheless, Dr. J sought consultation for himself from a 
highly respected senior analyst in his city. After hearing the story, Dr. J’s consul- 
tant agreed that hospitalization was unlikely to be helpful because Jenny’s sui- 
cidal despair was not based on an acute depression that would lift as a result of 
hospital treatment. Moreover, she was smooth enough to talk her way out of any 
type of involuntary commitment. She could appear much healthier than she was 
if she were required to convince a judge to let her go. The consultant encouraged 
Dr. J to continue working analytically on her underlying wish to die. 

Jenny continued to insist that she did not suffer from clinical depression. 
Rather, she tried to make Dr. J understand that she was an awful person. Reeling 
from the recent losses in his life, Dr. J grew increasingly frantic. He noted a “des- 
perate passivity” in a sense that his thinking was “muddled? At one point he said 
he would do anything he could to keep Jenny from killing herself. She replied that 
the only thing that would help was if he allowed her to spend a night with him at 
his house. She explained that she had intractable nightmares of physical and sex- 
ual abuse and that she longed to have the first good night’s sleep of her life. Dr. J 
refused and explained that sleeping with a patient was unethical. In response to 
this straightforward explanation, Jenny looked at him coldly and asked, “What is 
more important? My life or your stupid ethics rules?” Dr. J was taken aback, and 
after several more weeks of trying to reason with Jenny, he finally conceded to 
her request to have one night with him. He rationalized that this radical measure 
might be the only means of keeping her alive. He also noted that, from a personal 
perspective, he simply could not tolerate another loss by death. 

On the night of this transgression of professional boundaries, Dr. J estab- 
lished ground rules that they would sleep in separate beds and there would be no 
sexual contact. Jenny agreed, but when the time arrived, she came into his bed 
during the night and asked poignantly if he could hold her. One thing led to an- 
other, and ultimately they had sexual relations. In Dr. J’s own words, “She seduced 
me while I protested that we should keep our pajamas on.” He knew that his ca- 
reer could be ruined, but he held on to the fantasy that he might be saving her life. 

The next morning, Jenny informed Dr. J that she knew all along he would 
eventually sleep with her. She was confident that men found her irresistible. Dr. 
J told her that what he had done had been wrong and they could no longer see 
each other. She implored him to go out with her on dates, but he told her it was 
impossible. 

Dr. J consulted with me several weeks after this incident, and he told me that 
he was tormented by what had happened. Jenny told him that the important thing 
to her was that he could love her despite what he knew. But he felt tortured and 
began to realize that there was a malicious, sadistic streak in Jenny that he had 
overlooked. He told me that he had noted her sadism when she described how she 
had dumped other men who were madly in love with her. However, he reflected 
on the fact that he had had a blind spot about her aggression toward him. 

Dr. J described enormous feelings of guilt because he was beginning to rec- 
ognize that he had actualized Jenny’s transference fantasy by sleeping with her 
and therefore repeating the trauma of incest at the hands of her father. He told 
me that the moment he became aware that something aggressive was being re- 
enacted was when they were having intercourse. He asked her about birth con- 
trol. He knew that she had slept with three different men and assumed she was 
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taking oral contraceptives. Jenny told Dr. J that she could not have children, and 
she insisted that he should ejaculate inside her. Dr. J had a strong feeling that she 
was being dishonest because there was no way she could know that she was in- 
capable of having children. He suddenly knew that she was trying to bring him 
down. He withdrew and felt a wave of nausea come over him. He sensed that he 
had a made a serious error in judgment. In the midst of his anguish, however, he 
made a revealing comment: “As least I saved her from suicide.” 


Self-Deception and Rationalization 


This case involving a tragic miscarriage of psychoanalytic treatment will serve 
as a touchstone for discussing a variety of seriously misguided treatments for 
which I have served as a consultant. Two further examples of mental gymnas- 
tics involving rationalizations are apparent in the case of Dr. J. First of all, he 
concluded his anguished tale by telling me that he had, at the very least, saved 
Jenny from suicide. This comment harks back to the discussion in Chapter 3 
about the frequent male fantasy that sex will somehow magically cure the pa- 
tient. It is especially disconcerting when sex is seen as a solution to the problem 
of suicide. Paradoxically, as in the case of Jenny and Dr. J, the act of copulation 
reenacts the destructive incestuous experience of Jenny’s childhood. Far from 
healing her, it may actually retraumatize her. The other common rationalization 
we see in this saga is the transforming of active wishes into passive victimiza- 
tion—perfectly captured by the words “she seduced me.” Those three words 
have been uttered often in various evaluations of sexual misconduct cases I have 
seen. The phrase fails to recognize that the physiology of male sexual arousal in- 
volves some form of active desire, not simply passive victimization. The inter- 
personal and intersubjective nature of sexual boundary transgressions is often 
completely denied or minimized in such cases. More than one male therapist 
has argued that he was essentially “raped.” 

With many cases of suicidal patients, worried analysts have taken steps that 
are highly destructive to the patient but fall short of true sexual misconduct. 
They have taken patients into their homes and treated them like family mem- 
bers. They have invited them on family vacations. They have gone shopping 
with them or shared dinner at local restaurants with them. In some cases, ana- 
lysts have treated the patient for free, engaging in extensive self-disclosure of 
their own personal problems and having numerous extra-analytic contacts with 
the patient in public locations or in the patient’s home. Hence, a wide array of 
boundary violations are enacted in desperate attempts to rescue the patient. Of 
course, there are ways to mishandle cases of suicidal patients that do not involve 
boundary violations, but I am limiting my focus in this chapter to those that do. 
Several themes require specific elaboration. 
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Disidentification With the Aggressor 


The vicissitudes of rage, hatred, revenge, and murderous fantasies have been 
well examined in the literature on suicide (Asch 1980; Chabrol and Sztulman, 
1997; Hendin 1991; Maltsberger and Buie 1974, 1980; Menninger 1933). There 
can be little question that the act of suicide is enormously destructive to persons 
left in the aftermath. Family members and friends are often enraged at what has 
been done to them. Suicidal threats in the context of analytic treatment may be 
experienced as a direct attack on the analysts competence and person. Indeed, 
suicide is the ultimate narcissistic injury for an analyst. The patient is, in effect, 
thumbing his or her nose at the analyst. Analysts and therapists are frequently 
devastated in the wake of a patient’s suicide. When colleagues have consulted 
with me after one of their patients has committed suicide, some have told me 
that they were seriously considering leaving the profession. Others have re- 
vealed that they thought of nothing else for weeks on end as they searched their 
memories for signals that they may have missed from the patient that ultimately 
might have prevented the suicide from occurring. 

The boundary transgressions that occur with suicidal patients are often di- 
rectly related to the mismanagement of aggression and hatred. This statement 
holds true to an even greater extent with the suicidal patient who is a victim of 
childhood trauma, as in the case of Jenny. Patients like Jenny, who have engaged 
in incestuous sexual relations with a father, been locked in a closet by a mother, 
or been subjected to a multitude of other variations on “soul murder” (Shengold 
1979), have internalized abusive introjects that haunt them throughout their 
lives. Dr. J responded to this type of history and to the clinical presentation in 
the way that many of us do. He was determined to demonstrate that he was com- 
pletely unlike the abusive parents by going to extraordinary lengths to save the 
patient from suicide. This posture on the part of the analyst, which I have la- 
beled as disidentification with the aggressor (Gabbard 1997), is a desperate at- 
tempt to disavow any connection with an internalized representation of a bad 
object that torments the patient. The analyst may be insidiously invaded by the 
abusive object and may unconsciously identify with it because of subtle or not so 
subtle interpersonal pressures from the patient. Many patients who have suf- 
fered severe childhood abuse or neglect approach analysis with the expectation 
that they deserve to be compensated for their tragic past by extraordinarily spe- 
cial treatment from the analyst (Davies and Frawley 1994). The ordinary ana- 
lytic frame within which we create an analytic space for the patient may be 
experienced as depriving and even sadistic to such patients. They may insist that 
greater demonstrations of love and concern are necessary to prove that the an- 
alyst is not just as monstrous as the parent. 

Dr. J, like most of us, was predisposed to avoid being transformed into the 
bad object that resides in the patient’s internal world. As Money-Kyrle (1956) 
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pointed out years ago, many of us enter this field unconsciously attempting to 
repair our own damaged internal objects from childhood. Although we may be 
intent on reparation, we may nevertheless be accused of destructiveness instead. 
In such moments, our professional reaction formation is challenged in a way 
that may create extraordinary anxiety. Karl Menninger (1957) once noted that 
professions dedicated to helping others provide an ideal opportunity to conceal 
sadism. In some ways we are always reassuring ourselves that our motives are 
beyond question because we have chosen to spend our days in the business of 
understanding others and helping them to improve their lives. An unconscious 
agenda of cleansing the dyad of hatred and aggression may cause the analyst to 
scotomize the sadism in the transference. Retrospectively, Dr. J was aware that 
he could see only the malicious aspects of Jenny directed toward other men— 
not those directed toward him. 

Because of this blind spot, the patient’s sadism was able to “fly beneath the 
radar” of Dr. J and invade him. When this happens, the abusive object then re- 
sides within the analyst and operates outside his awareness, persecuting him 
from within. In Dr. J’s effort to rescue the patient from suicide, the abusive ob- 
ject took possession of him and engineered a retraumatization of Jenny. To this 
day, the malevolence transmitted by Jenny and her internal object world con- 
tinues to torment Dr. J, who worries every day that his career could be ruined if 
Jenny chooses to file a complaint. In this way, the patient inserts herself into the 
analyst and actualizes a fantasy that the two of them will never be apart. She thus 
becomes unforgettable. She resides in him as a kind of foreign body and stains 
him with the badness that she feels has pervaded her since childhood. Now the 
analyst feels similarly “dirty” and damaged. 

Another way of understanding what transpired between Jenny and Dr. J 
goes beyond her projection of an abusive object into her analyst. She could be 
viewed as having projected a self-representation of a dirty and damaged child 
into Dr. J. In this object relations scenario, she identifies with her own internal 
abusive object and destroys Dr. J in the same way she was destroyed by her par- 
ents. Parents who abuse their children may secretly envy their children’s inno- 
cence (Grotstein 1992) and seek to spoil it through incest. In an analogous 
manner, the patient, unconsciously identified with the abusive parent, may wish 
to spoil what is perceived as the analysts untainted purity by encouraging a 
boundary violation. Of course, to impute these unconscious motives to the pa- 
tient does not relieve the analyst of the responsibility to act ethically no matter 
what wishes are brought to the treatment by the patient. 

Analysts’ unconscious anxieties are often at the core of the impasses that oc- 
cur with suicidal patients. These anxieties may relate to an acute sense of one’s 
vulnerability in the face of a patient’s intense destructiveness. Many analysts 
have felt that their reputations will be ruined if a patient commits suicide. Oth- 
ers may have primal anxieties regarding abandonment. Rosenfeld (1987) has 
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noted that in impasse situations, analysts may deal with their anxieties by col- 
luding with one aspect of the patient’s personality while splitting off or compart- 
mentalizing all other dimensions of the patient. In this manner, psychotic 
transference-countertransference reactions may become rigidified and the an- 
alyst may become paralyzed. The only way out may seem to be a terribly mis- 
guided series of unorthodox enactments. 

The counterpart of transference hate is, of course, countertransference hate. 
One of the worst scenarios that results from the analyst’s mishandling of aggres- 
sion is that the countertransference hatred toward the patient goes undetected. 
This disavowal may lead to enactments that are disastrous (Maltsberger and 
Buie 1974). Part of the analyst’s rage and despair may be in direct response to 
the patient’s failure to get better, thus thwarting the analyst’s omnipotent striv- 
ings to heal. Analysts may unconsciously communicate to their patients that 
they do not wish to see them anymore or may actually forget appointments. 
One analyst even left on vacation for a week without informing her patient of 
her upcoming absence until the day before her departure. Indeed, some sui- 
cides may even be precipitated when patients perceive their analyst as rejecting 
them (Hendin 1991). 


Failure of Mentalization and Collapse 
of Analytic Space 


In the kind of collusion enacted by Dr. J and Jenny, the analytic play space col- 
lapses. Jenny does not view Dr. J as ifhe is her father. He becomes the father, and 
the incestuous act must be repeated. Dr. J, in turn, loses track of the fundamen- 
tal aspects of the analytic situation and fails to recognize the “as if” dimension 
of the countertransference and simply actualizes the role of the father. In this 
scenario, the analyst’s object (the patient) is concretely identified as a projected 
part of the subject (the analyst). The analyst thus relates to the patient as though 
the patient is part of the self (see Chapter 3). The difference between the symbol 
and the object is lost, and both members of the dyad succumb to a form of con- 
crete symbolism described by Segal (1957) as a direct equation between the 
symbol and symbolized. This folie 4 deux reflects an attack on the analyst’s 
thinking directly related to the patient’s destructive wishes. As Rosenfeld (1987) 
notes in his discussion of impasses, “Analysts tend at times to get caught up in 
a certain way of thinking which really implies a not thinking” (p. 43). 

In Dr. Js perception of Jenny as part of the self, he was also demonstrating a 
failure of mentalization that is common in impasses with suicidal patients. He 
lost track of the fact that Jenny’s view of suicide and suicidality was entirely dif- 
ferent from his own. Dr. J was anxious about her suicidal state, viewed it as a cri- 
sis, and did whatever he could to talk her out of it. Jenny, meanwhile, thought of 
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suicide as a salvation of sorts. It was a way out of unspeakable despair. She de- 
veloped it as a child as the only way that she could transcend feeling trapped in 
an incestuous relationship. Hence, there was an adaptive aspect of her suicidal- 
ity that actually preserved a sense of mastery and coherence and provided her 
with the strength to continue living. 

In Walker Percy’s award-winning novel The Moviegoer, the chronically sui- 
cidal Kate offers a lesson to the protagonist Binx Bolling: 


They all think I am going to commit suicide. What a joke. The truth of 
course is the exact opposite: Suicide is the only thing that keeps me alive. 
Whenever everything else fails, all I have to do is consider suicide and in 
two seconds I am as cheerful as a nitwit. But if I could not kill myself—ah 
then, I would. I can do without Nembutal or murder mysteries but not 
without suicide. (Percy 1961, pp. 194-195) 


Suicidality and the act of suicide are not the same thing. The analyst’s task is 
to help the patient distinguish between impulsive actions and a fantasy (Gabbard 
and Wilkinson 1994; Lewin and Schulz 1992). Many patients with severe per- 
sonality disorders and extensive childhood trauma are truly suicidal, and the risk 
of suicide must be carefully assessed. I am not minimizing the potential lethality 
of such patients. The analyst can never be cavalier about suicide threats. What I 
am suggesting is that excessive anxiety about the risk may interfere with the an- 
alyst’s capacity to think clearly about the functions and meanings of suicidality to 
the patient. Dr. J’s failure of mentalization led to a self-destructive course based 
on a misreading of Jenny’s suicidal intent. Dr. J was unable to assist Jenny in con- 
structing a symbolic dimension where fantasy and action are distinct. It is note- 
worthy in this regard that at a follow-up contact, 7 years after the sexual episode, 
Dr. J learned that Jenny had still refrained from attempting suicide. 


Omnipotence and Loss 


In an era in which we regard the analyst’s psychology as being at least as import- 
ant as the patient’s, we must take into account Dr. J’s state of mind at the time of 
the boundary transgression. In the preceding year, he had terminated his anal- 
ysis, had lost a sister to cancer and his best friend in a motor vehicle accident, 
and had been jilted by his fiancée. His grief was fresh, and the prospect of an- 
other loss, that of his patient, was nothing short of overwhelming to him. Dr. J 
was struggling with a rawness or vulnerability that made him particularly sus- 
ceptible to taking responsibility for his patient. He may not have been able to 
prevent the loss of the loved ones in his personal life, but he had the opportunity 
to make reparation for his imagined failures with them by saving his patient. In 
response to his depressive anxieties, manic defenses kicked in, and he became 
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determined to save the patient. The omnipotence in this posture escaped his 
awareness at the time, but he became increasingly conscious of it as he reflected 
back on what had happened. Dr. J wrote to me several years after seeing me: 


I remain with a tendency to believe that love can cure, that I can right 
psychological wrongs through force of will and personal charisma but I 
am recurrently reminded of the inevitable limitations/error of that point 
of view and the need to play with this notion of omnipotent helpfulness 
and what it means about my own need for help and the patient’s need for 
an omnipotent other. 


Dr. J’s failure to insist on hospitalization when he was convinced Jenny was 
about to kill herself is an example of his conviction that only he could save the 
patient. At the very least, colleagues on a hospital team might have helped him 
think through alternative strategies and might have helped him get sufficient 
distance from the case to reflect more fully on his countertransference collusion. 

The intersubjectivity of this case is also striking. As with many other cases of 
serious boundary violations, there appears to have been a unique “fit” between 
Dr. J and Jenny. He hada largely unconscious need to heal through love and thus 
enact a specific form of object relatedness—namely, an omnipotent healer and a 
grateful patient (Gabbard 2000a). Dr. Js parents divorced early in his childhood, 
and he spent much of his youth trying to rescue his mother from depression and 
unhappiness. He always felt that the men his mother dated were not good 
enough for her. Dr. J noted that Jenny looked a lot like his mother, and, retro- 
spectively, he could see how he was reenacting his childhood rescue attempt 
with Jenny. We can speculate that her similarity to his mother might have made 
her more forbidden and even more enticing. Jenny, on the other hand, had an 
intense need to thwart this enactment and destroy Dr. J’s therapeutic zeal as well 
as his professional reputation. The more she foiled his efforts to heal, the more 
he escalated his heroic attempts to change her. The uniqueness of this fit was re- 
flected in the fact that Dr. J had never engaged in any other form of serious 
boundary violation in his career. After the incident with Jenny, he decided to re- 
turn for more analysis. He reported no subsequent violation in the year since his 
treatment of Jenny. 

Analysts who enter into this type of folie à deux with a suicidal patient often 
forget what analysis is. They become convinced that their analytic knowledge 
and training are useless; it is their “person” that will save the patient. This par- 
adigm of rescue may take the form of a deficit model, as described in Chapter 3, 
in which the analyst becomes convinced that some type of provision will make 
up for what was missing in childhood. This primitive way of thinking may lead 
the analyst to take his or her patient’s fantasies and wishes quite literally. 

Sexualization in such situations may reflect a frantic defense against dead- 
ness as well. Feelings of nonbeing are well described in the incest literature 
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(Bagras and Biggs 1990; Gabbard 1992). The incest victims sense of self is se- 
verely damaged, and in the course of development, profound feelings of dead- 
ness may result. Analysts may experience corresponding feelings, particularly 
when the patient disengages and becomes absorbed in the task of planning sui- 
cide (Gabbard 1992). Sexualization may offer the hope of bringing life and ex- 
citement to patient and analyst alike—a futile effort to revivify a treatment that 
is dormant. 

However, sexualization may entail a self-destructive capitulation to the pa- 
tient. Dr. J was fully aware that he was sacrificing himself to save his patient. 
Other analysts, too, will undergo a masochistic surrender to a suicidal patient as 
a way of demonstrating the extent of their caring, as described in Chapter 3. By 
subjugating themselves to the patient, they may harbor a secret grandiosity, 
even a Christ identification, in which they view themselves as suffering for the 
sins of others in the service of transforming them. This masochistic posture may 
reflect analysts’ terror of repeating an early object loss in their own lives. Their 
willingness to risk their own careers may be regarded as the lesser of evils when 
confronted with yet another loss. In times when personal losses have been en- 
dured recently, analysts may be particularly prone to saving the patient at all 
costs rather than to having to face another variation on the object loss that is al- 
ready terrorizing them. 

Dr. J, for example, was willing to violate his ethics code. He extended hours, 
stopped charging for the additional time, and gratified the patient’s wish to sleep 
with him in a heroic effort to demonstrate that he cared enough to try to save her 
life. He was fully aware that the result could be the loss of his profession. What 
was a clear re-creation of incest to an outside observer was construed by the an- 
alyst as a noble sacrifice. 

I have always felt that there is a special irony in the way that boundary vio- 
lations are rationalized with highly disturbed suicidal patients. The rationale for 
the nonanalytic interventions that lead one down the slippery slope of bound- 
ary transgressions is that only radical departures from the analytic frame can 
possibly reach the patient. The irony is that these traumatized and highly dis- 
turbed patients are exactly the ones who require a containing but clear “bound- 
edness” in the treatment to avoid the retraumatization and boundarylessness of 
their childhood situations. 

Iam not, of course, arguing for rigidity in the approach to disturbed patients 
with early childhood trauma. I have consistently advocated for flexibility in 
treating such patients (Gabbard 1997; Gabbard and Wilkinson 1994). An af- 
firming, empathic holding environment is essential. What I am emphasizing is 
that in the name of flexibility, egregious transgressions or boundaries are ratio- 
nalized without regard for the fact that they simply enact the childhood trauma 
instead of containing it and understanding it through analytic processing. 
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What Suicidal Patients Teach Us 


What can we learn from these tragic miscarriages of psychoanalytic treatment? 
We must begin by being clear that we can never blame the patient for the ana- 
lyst’s transgressions. The patient has no professional code of conduct and is en- 
titled to test the limits of the analytic setting. As Betty Joseph (personal 
communication, 2001) once noted, “The patient has every right to try to seduce 
the analyst. The analyst has no right to allow himself to be seduced.” Neverthe- 
less, the threat of suicide insinuates itself into the analyst’s psyche in a way that 
is unique in our experience. It brings us squarely face to face with the limits of 
what we can do as analysts. One obvious lesson from these cases is that analysis 
may not be the appropriate treatment for certain lethal patients, and other mea- 
sures must be considered. When necessary, we must avail ourselves of the ex- 
pertise of colleagues who are knowledgeable about psychopharmacology, 
electroconvulsive therapy, and psychiatric hospital treatment. At times we may 
overestimate the power of analytic treatment. 

In still other situations, we think too little of analysis. Analysts may be too 
ready to abandon the power of containment and understanding and propel 
themselves headlong into ill-advised actions. Dr. J recalled that he had backed 
off from systematically interpreting Jenny’s transference hostility. He sheepishly 
noted that most of his interpretative work was directed at her relationships with 
other men. When she became bored with the treatment in the second year, he 
inquired about anger toward him, but Jenny denied any hostility. In the final 
weeks of the treatment, he told her that he felt tortured. She was superficially 
sweet in response, telling him that she did not want to cause him harm or worry. 
Jenny told Dr. J that he should be proud of keeping her alive as long as he had 
and that it wasn’t his fault that she had been ruined early in life. He recognized in 
retrospect that this was manipulative artifice. His denial of the aggressive un- 
dercurrents in the treatment is particularly noteworthy. Celenza (2014) has 
noted that a form of sadomasochistic tie is at the core of the most common 
forms of boundary transgressions. She notes that patients of this sort may have 
a particular variety of aggressiveness that makes for an explosive blend when 
combined with erotic desire. 

Another lesson to be learned from the careful examination of these cases is 
that we analysts have a good deal of ambivalence about the practice of psycho- 
analysis. Our love for analysis is constantly threatened by our unconscious ha- 
tred of analysis (Steiner 2000). We endure a strain in our work that takes its toll. 
We demand a self-discipline that few other professions can match. The analytic 
role at times is experienced as a straitjacket from which we long to escape. Dr. J 
is not alone in his secret fantasies that love might be more effective than treat- 
ment. In many cases the hatred is also fueled by deep resentments toward one’s 
training analyst or institute, as noted in Chapter 3. 
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This unconscious hatred of the analytic role and analytic work may be 
linked, in part, to envy of the patient. The asymmetry of the analytic setting is 
such that the devotion to the patient’s need and the patient’s concerns is an eth- 
ical necessity. It is certainly a luxury to have the full attention of another human 
being three to five times per week for an hour at a time. We analysts may at times 
long for similar attention. As Sandor Ferenczi continued to give to his patients, 
he could only feel his own deprivation more acutely (Dupont 1988). Friedman 
(1995) pointed out that the relationship between Ferenczi’s mutual analysis and 
persecutory hate can be inferred from Ferenczi’s writings. He recognized that 
his forced, overly polite manner thwarted the patient’s effort to free herself from 
persecutory hate. As Friedman noted, however, “The claim that some form of 
love can be an adequate and/or curative response to the patient's suffering only 
escalates the patient’s demand for such, placing unbearable pressures on the an- 
alyst that induce incredible tension” (Friedman 1995, p. 973). 

Another lesson that follows from Ferenczi and the case of Dr. J, as well as from 
other misguided treatments, is that mainly suicidal patients are searching for a “bad 
enough object” (Gabbard 2000a; Rosen 1993). These patients desperately need 
the analyst to contain the abusive introject that eats away at them inside and causes 
them to suffer. Analysts who will not allow themselves to be transformed into the 
bad object only invite the patient to escalate his or her efforts to reach hatred and 
aggression within the dyad (Fonagy 1998; Gabbard 2001). It is incumbent on the 
analyst to resist the magnetic pull to disidentify with the aggressor. We must be able 
to recognize that aspects of the patient are infuriating, annoying, destructive, and 
abusive, and we must be able to own our reactions. It is the analyst's role to be hated 
and to understand that hatred, not to projectedly disavow unpleasant affect states 
and see them in parental figures (or others) outside the consulting room. 

There is a thin line between altruistic wishes to help our patients and om- 
nipotent strivings to heal them. We must avoid the quasi-delusional conviction 
that only we are capable of helping a patient and that it is only our unique per- 
sonhood, rather than our knowledge and technique, that is useful. We must 
even accept that, in our limits as analysts, we will lose some patients. This rec- 
ognition may help us avoid masochistic surrender scenarios in which we sacri- 
fice ourselves in a blind and grandiose effort to save another person. 

Many of us neglect self-care in our training as analysts. When lifeguards or 
water safety instructors are trained, the first thing they are taught is that they 
themselves must be safe before saving the drowning victim. If this matter is not 
addressed, two people may drown instead of one. We can benefit from this phi- 
losophy in our training as analysts. We must attend to our personal lives and be 
sure that our own needs are met before we attempt to rescue others. An obvious 
message from studying these cases is that suicidal patients may drag us down 
with them despite our most heroic efforts. It is our duty to assure that we do 
whatever we can to keep our heads above water. 


CHAPTER 5 


Nonsexual Boundary 
Violations 


MUCH of the literature on nonsexual boundary violations (Borys and Pope 
1989; Epstein 1994; Epstein et al. 1992; Frick 1994, Gabbard 2009a; Gutheil 
2014; Gutheil and Gabbard 1993; Lamb et al. 1994; Simon 1992; Strasburger et 
al. 1992) evolved from a process of working backward from the study of sexual 
exploitation cases and observing that therapist-patient sex is the final outcome 
of a gradual erosion of nonsexual boundaries: the slippery slope phenomenon 
described in Chapter 3. It soon became apparent that considerable harm may 
be done to the patient and to the process even when the descent down the slope 
is aborted before sexual involvement takes place. 

A variety of possibilities fall into the category of nonsexual boundary viola- 
tions. Among them are breaches in confidentiality, such as telling one patient 
about another patient or gossiping to colleagues about a patient who is well- 
known or particularly exciting. Other nonsexual boundary violations involve 
dual relationships, in which the analyst and patient interact in other settings be- 
sides the analytic hour. Some instances involve a business relationship, such as 
investing together (e.g., the analyst may have an “opportunity” that he or she 
discusses with the patient). Others may involve meetings outside the consulting 
room to have lunch, go to a museum, or a myriad of other activities. These types 
of boundary violations must be differentiated from extra-analytic contacts, in 
which there is a chance, unexpected encounter between analyst and patient 
(Ganzarain 1991). These are not boundary violations because they are not part 
of a plan to meet the patient somewhere outside the office. Rather, they are 
events in which external reality intrudes into the relationship, and they are read- 
ily amenable to analytic work to understand how the patient reacted to the en- 
counter. Still other types of nonsexual boundary violations entail gifts between 
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analyst and patient or excessive self-disclosure by the analyst about highly per- 
sonal matters. 

The psychoanalytic literature has linked nonsexual boundary violations to the 
growing interest in transference-countertransference enactment. If one excludes 
corrupt, psychopathic analysts from consideration, most nonsexual boundary vi- 
olations can be understood as enactments. Passionate feelings, such as love and 
hate, arise in both persons as a result of mutual influence. There is also a recogni- 
tion of the inevitability of the analyst's subjectivity as an influence on the analyst's 
behaviors and a concomitant acceptance that the positivist view of the “objective” 
blank screen analyst is untenable (Bass 2007; Cooper 2015; Gabbard 2007). 

The awareness that greater human responsivity is an ingredient of good tech- 
nique has resulted in the shunning of “by-the-numbers” approaches to analysis 
(Mayer 1994a). Irwin Hoffman (1994) noted that many authors have reported 
some form of deviation from a traditional or more accepted way of working, 
what he has termed a feeling of “throwing away the book” (p. 188). He related 
this phenomenon to the spontaneous introduction of the analyst’s subjectivity 
into the process. From a broader perspective, there is a widespread recognition 
in all quarters that the analyst is “sucked into” the patient’s world through an on- 
going series of enactments that dislodge the analyst from the traditional posture 
of quiet, reflective listening (Gabbard 1995a, 2007). Pizer (2014) argues that the 
analyst's recognition of a need for a specific emotional state in the patient may 
evoke an internal pull constituting the analyst’s need to provide what has been 
recognized. He describes these as generous involvements on the analysts part 
that generally stop short of any form of serious boundary violation. 

With this acknowledgment of the ubiquitous nature of countertransference 
enactment, the definition of boundary violations becomes complex. A purist 
might argue that boundary violations are occurring all the time as the analyst is 
pulled first this way and then that way in response to the evocative transference 
of the patient. However, such broadened use of the term erodes the narrower 
and preferred meaning of violations, that is, egregious and potentially harmful 
transgressions. As noted in Chapter 1, there is merit in distinguishing relatively 
harmless and perhaps even useful boundary crossings from serious and harmful 
boundary violations (Gutheil and Gabbard 1993, 1998). Both may be under- 
stood as emerging from countertransference enactments, but the former is 
more attenuated than the latter and is subject to careful scrutiny by the analyst, 
the analytic dyad, or both. The determination of whether a particular boundary 
transgression is a crossing or a violation often must be postponed for a while as 
the analytic process unravels its meaning. As Robert Waldinger (1994) noted, 
“the intrapsychic meanings of a boundary crossing may be the only clues to un- 
derstanding whether a violation has occurred” (p. 226). A useful starting point 
for our consideration of nonsexual boundary violations, therefore, is a detailed 
consideration of the concept of enactment. 
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Countertransference Enactment 


Jacobs (1986) was instrumental in introducing the concept of enactment as a way 
of understanding subtle instances of interlocking transference-countertransference 
dimensions that operate outside of conscious awareness, often through nonver- 
bal means, such as body postures. In an elegant review of the term, James Mc- 
Laughlin (1991) noted the roots of the word in the notion of playing a part or 
simulating as well as persuading or influencing someone else in the interpersonal 
field. McLaughlin defined enactment broadly as “all behaviors of both parties in 
the analytic relationship, even verbal, in consequence of the intensification of the 
action intent of our words created by the constraints and regressive push induced 
by the analytic rules and frame” (p. 595). He also offered a more specific defini- 
tion: “those regressive (defensive) interactions between the pair experienced by 
either as a consequence of the behavior of the other” (p. 595). 

If we narrow our focus to countertransference enactments, because our con- 
cern in this discussion is the analyst’s behavior, it becomes clear that the concept 
has much in common with the Kleinian notion of projective identification 
(Gabbard 1995a; Gabbard and Wilkinson 1994). Consider, for example, Judith 
Chused’s (1991) definition: “Enactments occur when an attempt to actualize a 
transference fantasy elicits a countertransference reaction” (p. 629). Boesky 
noted the similarities between enactment and projective identification, and he 
suggested that detailed study of enactments might allow for a better under- 
standing of how projective identification works (McLaughlin and Johan 1992). 

Elizabeth Bott Spillius (1992) and Betty Joseph (Joseph et al. 1989), from a 
Kleinian perspective, shared the concern that it would be inappropriate to as- 
sume that all of the analyst’s feelings derive from the patient. They would agree 
with Chused’s (1991) and Gabbard’s (1995a) perspective that individual ana- 
lysts might have different countertransference enactments (or different varia- 
tions of projective identification). 

It is true that the more classical analysts, when writing about enactments, of- 
ten focus to a greater extent on countertransference in the narrow sense, that is, 
experiences from their own past that are revived in the interaction with the pa- 
tient (Jacobs 1986). However, most would agree with the Kleinian notion that 
the analyst’s countertransference may convey important information about the 
patient (Abend 1989). As Jacobs (1993a) noted, “the inner experiences of the 
analyst often provide a valuable pathway to understanding the inner experi- 
ences of the patient” (p. 7). Similarly, Owen Renik (1993) described a counter- 
transference enactment in which he felt immobilized and emphasized that the 
enactment was determined partly by his own childhood wish to save his mother 
and partly by his patient’s need to elicit a rescue response in him. 

Ralph Roughton (1993) also regarded countertransference enactments and 
projective identification as strikingly similar. He made a distinction, however, 
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between an enactment, which simply involves putting an experience into behav- 
ior, and actualization, which he saw as 


subtle forms of manipulation on the part of the analysand that induce the ana- 
lyst, often unknowingly, to act or to communicate in a slightly special way or to 
assume a particular role with the analysand that silently gratifies a transference 
wish or, conversely, defends against such a wish. This interactive aspect might 
also be called an enactment which has an actualizing effect. (p. 459) 


Roughton acknowledged that this view of enactment as actualizing a coun- 
tertransference response in the analyst is virtually the same as Joseph Sandler’s 
(1976) role-responsiveness and Ogden’s (1979) understanding of projective iden- 
tification. He noted that the principal difference may be that the common use of 
the term projective identification is in the context of more primitive patients 
who are in somewhat regressed states during analytic treatment. 

To summarize, the term countertransference enactment in the contempo- 
rary psychoanalytic literature, like the term projective identification, implies 
that the analyst’s countertransference is a joint creation by patient and analyst 
(Gabbard 1995a; Gabbard and Wilkinson 1994). The analysand evokes certain 
responses in the analyst, whereas the analyst’s own conflicts and internal self 
and object representations determine the final shape of the countertransference 
response. 

A consensus is emerging in the literature that such countertransference en- 
actments are both inevitable and useful in the course of psychoanalytic treat- 
ment. Slochower (2003) noted that if we depart from the analytic ideal and 
focus on real analysts in real situations, we find a variety of “delinquencies” as 
analysts withdraw from patients by surfing the Web, skimming a magazine or 
journal, checking e-mail, buying airline tickets, planning an event, or making a 
grocery list. Although those delinquencies may occur outside the awareness of 
the patient, others may occur in full view of the patient, such as taking long 
phone calls during a treatment or asking patients to recommend restaurants or 
physicians or discuss matters of personal concern to the analyst. These enact- 
ments may be commonplace, but they are certainly worthy of careful explora- 
tion, either silently or with the analyst’s consultant or analyst. In a subsequent 
contribution, Slochower (2011) noted that it is highly demanding for us to re- 
main entirely present for each of our patients across the analytic week and that 
we hold ourselves to an extraordinarily high standard. The smaller breaches that 
she described are often motivated by an unconscious effort to balance one’s rea- 
sonable self-interest with the self-idealization of being the “perfect” analyst. 

Chused (1991) noted the value of enacting certain impulses within the an- 
alytic frame, only to catch oneself and retrospectively examine what happened. 
She stressed, however, that the value for the analysis is not in the enactment it- 
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self but in the observations and eventual understanding that derive from those 
enactments. As noted previously, this catching of oneself in the middle of the 
enactment and the retrospective examination of the behavior may also serve to 
differentiate a useful boundary crossing from a boundary violation. Jacobs 
(1993b) observed that both experience and insight operate together and cannot 
truly be separated from one another. 

Renik (1993) argued that countertransference awareness always emerges af- 
ter countertransference enactment. He shares Boesky’s view that analysis may 
not proceed unless the analyst becomes emotionally involved in ways that he or 
she had not intended. Renik has embraced a technique that allows for sponta- 
neity of the analyst even though a certain degree of the analyst’s subjectivity in- 
evitably works its way into interventions. In this regard, he has aligned himself 
with constructivists such as Hoffman (1983, 1992, 1994) who recognize the in- 
evitability of bringing subjectivity to bear in understanding the analytic inter- 
action. The constructivist view also acknowledges that to some extent the 
analyst’s behavior is shaped by influences from the patient. Both transference 
and countertransference would be regarded as joint creations within this view. 

Central to the constructivist (or social-constructivist) perspective is the notion 
that enactments are going on continuously in the analytic setting and that analysts 
must continually monitor themselves for the possibility that they are uncon- 
sciously participating in an internal scenario scripted by the patient (Gill 1991; 
Hoffman 1992). Moreover, the process goes both ways in the sense that the analyst's 
actual behaviors influence the patient’s transference to the analyst. Another impli- 
cation of the constructivist understanding of transference-countertransference en- 
actments is that the intrapsychic and interpersonal realms cannot be divorced from 
one another in the analytic dyad (Hoffman 1991a, 1991b), a view also stressed by 
Coen (1992), who approached the issue from a more classical orientation. 

The contemporary view of countertransference enactment as ubiquitous and 
useful presents a dilemma for the analyst. Where is the line between legitimate 
psychoanalytic work and exploitative boundary violations? The line cannot, of 
course, be drawn definitively. Nevertheless, a number of guidelines can assist the 
analyst in making the determination. As I noted previously, catching oneself as 
the enactment in statu nascendi may serve to prevent a crossing from becoming 
a violation. Also, the capacity of both analyst and patient to discuss and analyze 
the incident may determine whether a behavior is productive or destructive. 
Conversely, if an enactment is not discussable for one reason or another, it may 
bode poorly for the process. A third principle concerns whether or not the en- 
actment is repetitive and unresponsive to the analyst’s own self-analytic efforts. 
Finally, a determination of harm to the patient or the process may assist the an- 
alyst in judging the enactment’s exploitiveness. 
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The Case of Dr. K 


When Dr. K started her analysis, she was a 29-year-old psychiatrist who had just 
finished her residency. Although she was analyzed by a highly respected analyst 
in the city where she practiced, her analysis soon became a nightmare of bound- 
ary violations. To convey her experience of the progressive transgressions she 
experienced, we will let her speak for herself in a first-person account of what 
happened (with her permission and endorsement, of course): 

“When I began analysis, I was longing for someone who would ‘understand’ 
and ‘know me. To me, this meant someone who would not be put off by the in- 
tensity of my feelings and who could intellectually track the complexities of 
some of my thoughts. Although outgoing on the surface, I had been a private 
person inside and felt isolated emotionally. 

“I was taken from the beginning with my analyst. He was emotionally 
warm, even in his neutrality. He was intellectually sharp. He seemed to grasp nu- 
ances of what I was trying to communicate. He offered associations of his own, 
rich in their imagery, in their compassion for patients he had treated, and in 
their acceptance of the offbeat or odd. He would weave in metaphors from his 
own avocation of painting and knowledge about artists he had met or read 
about. I felt I had, at long last, found a soul mate. He understood me. Years of in- 
ternal loneliness welled up, and often I cried in sessions, grateful to feel under- 
stood and, by implication, accepted at last. 

“The first year of the analysis was conducted in a relatively conventional 
manner; that is, there were no after-hours contacts either in person or by phone. 
Sessions ended on time. My analyst offered me no gifts or objects to take with 
me. Feelings about seeing my analyst in passing or from afar outside the session 
were analyzed in detail. I felt ‘held’ by the process and by him. I longed for more, 
and sometimes those longings were a bit like achings, but they were contained in 
the realm of fantasy. I knew the rules of treatment. I knew what the boundaries 
were. I talked about what I wished for from him. For his part, he allowed these 
wishes to blossom. In retrospect, it does seem he did little to interpret positive 
longings toward him, either as re-creations of past longings or as defenses 
against further growth. Maybe it was too early to do that. I dont know. But it did 
seem that he accepted as fact my experience that I had found in him something 
unique and special. He talked about this as something we did not need to inter- 
pret, something that was a rare ‘gift’ in life. He believed in unconscious commu- 
nication, as did I, and we had the experience that sometimes my associations 
picked up on his unspoken associations (and vice versa). 

“Thus, we knew each other, sometimes without words. He affirmed that I 
had this ability with him. All of this felt supreme, magical, more than I ever 
imagined could be possible in real life. It was the most special relationship I had 
ever had, and, gradually, the relationship began to feel essential to my life. It was 
as if the emotional connection I felt with him in the sessions was life-giving wa- 
ter that I needed every day. He allowed me to feel and voice these things toward 
him. He allowed me to ‘regress’ in this way. All my life, I had conscientiously (al- 
beit angrily at times) squelched such feelings within me in order to obey the ex- 
pectation that I ‘mature. I entered school at a young age. I achieved superior 
grades. I moved relentlessly toward accomplishments, as if I were obeying a 
command to grow up and not make trouble by acting less than my age. I was 
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praised for my maturity, and demands for emotional intimacy were reacted to as 
if they were threatening. Therefore, when he did not demand that I achieve, 
when he allowed me to need him, when he nurtured my longings for intimacy 
from him, I felt a thirst never quenched was now being slaked. And, perhaps 
most important, I felt it was being slaked by him. Not by the process. Not by 
something in me. I felt as if there must be something odd or unusual about me 
and about him that made this experience with him so rare in my life. He did not 
question this perception of mine. 

“When he shared his personal thoughts and reflections with me, they felt like 
secret gifts. I had understood that an analyst was like a blank screen. He was 
somewhat neutral but was not blank. He sometimes told me vignettes from his 
life. I felt special, as if I knew things about him that others did not. I felt he was 
giving me presents. They felt a bit like contraband. I would jealously and a bit 
guiltily guard those presents of self-revelation. I would never talk about him to 
anyone outside analysis, never reveal the things he told me. That made them all 
the more precious; furthermore, it made me feel special and secretly loyal to him. 

“He and I had a little secret life. None of this was voiced by me, nor raised by 
him for inspection. I did not consciously keep it hidden from analysis; it was 
more a part of the ego-syntonic fabric of our analytic work. It was the nature of 
our relationship, as it unfolded between us. I make these careful observations 
now only in retrospect. As I feel my way back into the past, I realize I was con- 
scious then of feeling this way about what he told me, but I think I was afraid if 
I said anything about the effect it was having on me that he might stop it. And 
since it made me feel special, I did not want him to stop it. So I emphasized in my 
mind how special he was, as well as how special his technique was. Wasn't he a 
respected member of the analytic community? Weren't we analyzing things? 
This way he had with me, this warmth that felt seductive, his self-revelations and 
the internal impact they had on me, were simply part of his ‘special style? They 
were placed outside the realm of analysis. 

“A line was crossed in the second year of analysis. The quality of the rela- 
tionship, and the quality of the defenses against analyzing this relationship, did 
not change. Rather, the shift was one of moving from fantasy into action, for 
both of us. This crossing of the line, from fantasy into action, caused an unleash- 
ing of sorts. All sorts of actions tumbled into play, snowballing rapidly it seems 
(although in reality, this snowballing took place over several years). 

“I was the first to cross the line. Distraught over news that my father had 
passed away, I called him at home one night. The talk was brief. He was support- 
ive but not overtly encouraging of my calling. However, within the week, after I 
returned from the funeral, he sent flowers of condolence to my house, with a 
one-page handwritten note. I was stunned. Overwhelmed. My analyst had sent 
me flowers. With a note. In his handwriting. To me! He wrote of his thoughts 
about death and the preciousness of life. He shared his inner self. Stunned. That 
is how I felt. Like the time when I was 13, and a handsome boy, 2 years my senior, 
asked me to a special high school dance. How had he picked me? Was I indeed 
beautiful? I had done nothing, and suddenly a prince had appeared. What did 
this mean? Did it mean the way I felt it? Or was it commonplace and nothing ex- 
traordinary? 

“There was a sort of split within me. A dream place in which my dreams 
were coming true and a prince was choosing me. And another level at which we 
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acted as if nothing extraordinary had taken place. Why was I so stunned and ex- 
cited? Whichever realm was the ‘true’ reality, I had to stay perfectly still for fear 
of upsetting the dream. If I showed what it meant to me, he might not come for- 
ward again. I had to hold myself quiet, perfectly still. I treasured that note. I read 
and reread it and allowed myself only the feeling of safety and harbor contained 
within it. I did not let myself fantasize or associate in romantic ways. Only now, 
as I write this, am I aware of the clearly romantic associations that go so readily 
with the feelings experienced back then. At the very moment the most import- 
ant man in my life passed away, a prince appeared to replace him. 

“I found myself calling my analyst again a week later. It was in the evening, 
and I had been weeping about my father, unable to sleep. He suggested that we 
meet at a restaurant equidistant from our houses. There we found a booth, away 
from the people and the noise, and I poured out my heart to him about my lone- 
liness and the empty feeling my father’s death had left. He reached over and 
touched me. A simple gesture. His hand over my hand. But again, in retrospect I 
remember my heart standing still. I have clear images of that booth, the darkness 
of the low-lit restaurant, the touch of his hand. It was a turning point. 

I had not forced myself on him. I had called, distraught and in tears. He had 
suggested we meet. Would any analyst have done that? Was it necessary at the 
time? I don’t know. I also don't know if he could have conveyed acceptance and 
‘withness’ over the phone in a way that could have sustained me, without my 
feeling rejected. It is easy to say, now, that he could have and should have. But to 
be honest, I dort know. What I do know is that he could have and should have 
analyzed my reactions to the event afterward, and I could have talked about it 
without feeling scared or rejected in any alliance-severing way. 

“I would have felt safer, as if he were helping me contain my feelings instead 
of encouraging me to show him in action whatever I felt. He never asked me to 
analyze this event. He never asked me the internal impact it had on me. It was 
dealt with as if it had been a necessary intervention in the ‘real relationship? That 
was the name with which he then christened this new aspect of our work. What- 
ever was part of the real relationship was outside the realm of analysis. The real 
relationship did not need to be analyzed. It was a curative element in and of itself. 
It existed, and to subject it to analysis was to rigidly deny its validity. Instead, we 
were not to be threatened by the real feelings that existed between us. Greenson 
had pointed out that a real relationship always existed between analyst and anal- 
ysand. Freud had fed the Rat Man. Within this rubric, now and for the rest of the 
treatment, came to be placed action after action, feeling and verbalization, safe 
from analysis, flouting the necessity for analysis. 

“When my analyst did not ask me to analyze our restaurant meeting, I felt an 
increasing burden placed on me. I had to keep my reactions secret—the mean- 
ing the event had. And I had to be the one to regulate the impulses within me, 
alone. He was not going to provide a safe boundary between fantasy-impulse 
and action. He encouraged action. I had to be the one to say stop. I could not be 
myself. I could not push against the limits. I think I felt like an adolescent who 
was pushing against a limit and finding no safe wall against which to bounce. In- 
stead, the burden for establishing limits was pushed back onto me. Whatever I 
asked for, from that point on, I got. At some level, I felt extremely angry with him 
that he was not helping me with my impulses, that he was not helping me learn 
mature ways of handling them. That all he was giving me were two options: Ei- 
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ther don’t voice the wish, or act the wish out. I was very angry about that. During 
the first phase of the acting out, I did not articulate this in words to myself, al- 
though the feeling was clearly there. During the second phase of the acting out, 
I was open and verbal about my anger with him and my irritation with what he 
was doing. But he kept doing it all the same. 

“Each time he tried something new—finding the gourmet licorice I talked 
about often and sending a carefully selected tin of it to my office, laboring for 
days on a painting he had made of me from a photograph (and carrying it per- 
sonally over to my house)—my reactions were a strange mix. Always the 
stunned feeling. To put that into words: He can't be doing this. This is not hap- 
pening. What does this mean? Am I that incredibly special to him that he is 
breaking a boundary like this? The unadmitted romantic overtones of the older 
high school boy who had inexplicably singled me out seemed to be repeated. 

“Then came a rapid, intellectualized rationalization: He is different. He is a 
good person. This is the way he does treatment. He is simply special. He knows 
what he is doing. He is a senior analyst. He is loved and respected by many. He 
does analysis better than others because he is not afraid of his own feelings and 
he is not afraid to show warmth. Above all: He is not acting nervous or dismayed 
by this; thus, any anxiety must be my problem. And my anxiety was there. 
Mainly it showed itself in my fear that we/he would get caught. What if someone 
saw him coming over to my house? Other colleagues lived only blocks away in 
the same suburb: What if they saw his car parked in front of my house? What if 
we were seen together in a restaurant or a museum? Granted, we were moving 
through the environs of a major metropolitan area, but analysts and profession- 
als-in-analysis tend to move in interconnecting circles and gravitate toward sim- 
ilar interests, so I was constantly on edge lest I/we be discovered. 

“Then there was the feeling of being special. Glowing with a secret that had 
been told to no one. He loved me (even though I was averse to considering it a 
romantic love despite the fact that there was every indication that it was so). He 
loved me, and that armored me against the world. Whatever anyone said or did, 
I had an invisible shield of his love around me. No one but I knew it, but the 
knowledge of it made me sturdy in crowds of strange people. I was protective of 
my secret. I wanted to hear nothing about him from others and directly asked 
people who might be gossiping about him in front of me to stop. I said nothing 
of my analysis to anyone. This isolation of the relationship, this act of keeping it 
to myself, added somehow to its sense of purity and specialness for me. Not un- 
like an adolescent's first love. 

“Was I ever scared of the implications of his behavior? Scared of what it said 
about his mental stability and the viability of the analysis? Rarely could I face di- 
rectly my fears about his mental stability. However, after the acting out had oc- 
curred over a few years, I was able to allow some anxiety about the effect all this 
was having on the treatment to come into awareness. I would raise my anxieties 
about the appropriateness of the treatment with him. He felt that my concerns 
were unjustified and that I exaggerated the import of his actions. He assured me 
that he regularly discussed his cases in confidence with a trusted colleague and 
that he was always told that everything he was doing was fine. I can remember 
my mixture of relief and uneasiness when he told me this. I was relieved because 
one part of me had felt sure that were anyone to be told of what he was doing and 
the nature of our work, he would be asked to take leave of my case and I would 
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have to find a new analyst. However, simultaneously, I was uneasy about what it 
meant that we were doing what we were doing and what it meant that no one 
seemed uneasy about it. If my reactions had been explored in depth at the time, 
many splits within me would have been revealed. I felt all this was wrong. 

“The constant secrets were not elements of sexual excitement for me, al- 
though he frequently reported that such was the case for him. Instead, they were 
alarms to the ‘nice Jewish girl’ within me that something was not right. However, 
when I would raise my discomfort with him, he would gently tease me and in- 
directly belittle me for my prudishness. In analytic sessions, these responses 
took the form of interpretations about how harsh my superego was. Outside the 
sessions, he began writing me fond letters in which he would describe in terms of 
belittlement masked by affection that he ‘found my modesty touching and 
sweet? What he did was relentlessly thrust himself on me through his gifts, his 
personal thoughts, and his insistence that I needed him, even when I said no or 
when I said I wasn’t enjoying it. 

“Sadly, this hit a point of weakness within me: As a child, I had not had a 
clear sense of my right to tell someone not to do something, nor of my accuracy 
of judgment in not wanting them to do it. Instead, I was made to feel foolish for 
being a ‘prude’ or ‘prissy’ or a ‘party pooper: Now, in my adult life, my analyst 
was, in so many words, saying the same things to me. And once again, I doubted. 
I doubted my perceptions (was I, because of a rigid superego or repressed sexual 
impulses, indeed reading sexual meaning or illicit overtones into behavior that 
was merely kindness and supportive warmth?), and I doubted my judgment 
(was I nothing after all but that unwanted prude of my childhood who did not fit 
in?). I split awarenesses within me. 

“When my analyst once gave me a red, short-cut silk kimono, delicately 
wrapped in perfumed paper, I saw what I was looking at. I knew it was a revealing 
silk kimono. But my analyst was giving it to me. If the kimono were sexual, then 
our relationship was truly illicit, and something might be mentally unbalanced 
about him. I hadn't asked for it. Or had I? My mind played tricks on me: Was my 
seeing it as sexual merely an exposure of some kind of perversity within me? 
Therefore, it could not be sexual. He was not acting as if it were sexual. He was 
saying he was giving it to me as a father to a daughter—trying to affirm my fem- 
ininity in a somewhat avuncular fashion. Telling me it was okay to be a woman. 
He always told me the truth. He never lied to me. He was so well analyzed—surely 
he knew his own motivation. To point the finger at him as being ‘seductive’ and 
taking advantage of me would hurt him. He would withdraw. He always did when 
I rejected his many other gifts. He acted hurt and made me feel guilty. Then, re- 
lentlessly, he would offer them again a few days later, as if all I had said had blown 
over. I learned to try to titrate the gift giving. I'd accept a few gifts here and there, 
hoping that if I did, then perhaps he would ease up on his relentlessness. 

“A few times during the analysis, I would wonder about something that I 
would doggedly try to push away: What if he were sick? Then I was laying my 
psyche bare to an ill man. I was entrusting my soul to an ill person. It would be 
like suddenly realizing in the middle of undergoing brain surgery that the person 
operating was a charlatan who had falsely represented himself as a qualified sur- 
geon. Seeing him as ill brought fear. It also brought a sudden moment of stunned 
hopelessness: a momentary feeling of being stopped in one’s tracks. The person 
you thought was a hero is actually unstable. The stuff that simultaneously fright- 
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ens and dulls all senses in a psychological horror movie. I pushed aside any 
thoughts of ‘he is acting ill’ I was unable to handle that perception. The burden of 
his weight on me, like a drunk father one is helping up the stairs at night, was too 
much to bear for more than a moment. To expose him to others and see the image 
of this man I idealized fragment into pieces before me was too much to consider. 

“Why didn't the so-called trusted colleague see what was going on? Why 
didn’t he (interesting that I always assumed it was a he) see anything wrong with 
an analyst meeting his patient in the evenings? Holding her hand? Kissing her 
forehead? How did that trusted colleague rationalize this away? Self-doubt again 
fought with paranoia. Is it me? Are my perceptions off? Or is there a sinister 
brotherhood of men out there who refuse to see the implications of what they are 
doing and instead insist on the ‘illness’ of their female patients who aren't appre- 
ciating what they are doing for them? Again, this paranoia was too frightening 
for me to entertain. And my sense of self and my right to personal boundaries as 
a woman had not been forged well enough for me in childhood for me to feel 
clear about my perceptions and unswerving in my right to speak out as an adult. 

“Where were my wishes in all this? Was I asking for all this? My internal con- 
viction is that I was not. I wanted an analyst, not a lover or a father. He had been 
a superb analyst when he stayed in that role. I was rageful at him that he was tak- 
ing that away from me. But self-doubt still lingered. I thought to myself that oth- 
ers would blame me for all this or wonder what part I played in this. When I 
finally risked filing a complaint with the ethics chair of the district branch psy- 
chiatric society, she repeatedly asked me why I had not gone to someone sooner. 
How difficult it was to explain to her, much less to myself, the confusing mix of 
perceptions, compartmentalized splits, and mixed feelings that together made 
possible my living in the analysis yet being afraid of what was happening. 

“Even my analyst asked, after I had confronted him, “Was everything you 
said to me and gave to me fake then?’ How can I explain to him that I was trying 
to end with him? That I was trying to preserve his self-esteem? That I was trying 
to preserve my own belief that the analysis was OK, and that 5 years were not 
warped, and that tens and tens of thousands of dollars had not been thrown 
down a sinkhole. How could I explain to myself my smiling face and my state- 
ments of adulation? How could those exist in the same world as my fear, my 
guilt, my worry, and (I now realized) my rage. One thing is clear: I said all this to 
him while I was in analysis with him. I presented all the contradictions within 
me to him; however, he did not help me sort them out. It was as if they were 
never dealt with. Did I repress his attention to them? Or did he, as I believe he 
did, simply not deal with whatever threatened his continued acting out of his in- 
ternal scenario? 

“The most chilling perception of all is the realization that he was on a course 
driven by his own needs. That despite his endless avowal of love for me and his 
frequently proclaimed willingness to die for me, it was being said out of some pe- 
remptory urges within himself. He was not seeing me. He was forcing me to exist 
for him. It feels now as if he used me to masturbate himself with and had himself 
convinced not only that I wanted it and that it made me feel better but that I 
needed it. 

“There was a phase, toward the end of the analysis, when I grew consciously 
irritated with his insistence on being real within my life. In retrospect, I realize 
this irritation, this annoyance and anger, coincided with my announcement that 
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I was finally going to get married. I had avoided marriage throughout my adult 
life. My ability to make a commitment had been long in coming. I felt a sense of 
pride in my accomplishment. My analyst felt differently. It was as if he had been 
a loving, if not overly expressive, father and I his darling daughter. But now I 
wanted to be free of him, yet he was hanging on, metaphorically peering in my 
windows and following my moves. I felt like I was Lolita in the novel. I had been 
oddly naive as to the sexualized nature of our relationship and, instead, nestled 
within what felt to be attentive, doting, caretaking arms. Then, as Lolita did, I 
reached puberty. Developmentally speaking, I wanted to move on. The arms 
that had felt enfolding now felt restraining. The doting smile that had warmed 
me now imprisoned me. I wanted out. 

“When I brought up sexual fantasies, he used them as springboards for ed- 
itorializing about how a man should treat me, how he would treat me if he could. 
He jumped at every opportunity to make sadistic barbs about the man I had cho- 
sen to marry. My anger grew, and soon I hated him. But I never let myself fully 
realize that. I just wanted him off my back. I felt that he, like Humbert in Lolita, 
was exposing himself as a doddering old fool as he pursued me further. Full of 
ambivalence, I did not know how to leave him. He was not helping me terminate. 
The analysis was dragging on. 

“The rage emerged fiercely at this point, when I realized that a necessary 
piece of this drama for him was to see me as ill, to convince me of my illness, and 
to keep that perception alive between us in order to justify his actions toward 
me. He rationalized his behaviors as necessary because of how deficit-ridden I 
was. He seized on an isolated comment in the write-up of a preanalysis consul- 
tation I had undergone with one of his colleagues as proof that I needed extraor- 
dinary means to get through analysis. He liked to think of himself as saving me 
from suicide. He viewed his treatment of me as changing someone who was rid- 
den with deficits to someone who was now strong. What broke into my aware- 
ness for the first time, when hearing myself speak aloud as I filed the formal 
complaint, was the startling realization that I had been presenting myself as 
emotionally labile and unstable to protect myself and him from the alternative: 
the exposure of him as the unstable one. When I finally could acknowledge how 
sick he truly was, the revelation was frightening and tragic, as if I were saying the 
emperor truly had no clothes. I wrestled with the rage within me that wanted to 
shame him. Why had he done this to me? Why was he ill? In the Bible, when 
Noah lay naked on his bed, two of his sons wanted to cover him up in sad em- 
barrassment. The third son laughed and scoffed at him, perhaps out of his anx- 
ious rage that the man had such feet of clay. I felt like all of the brothers at once. 
I wanted to shield my analyst from the eyes of the world, but at the same time I 
ragefully wanted to expose him to all who would look. 

“I hate him, but he is now within me, and I have to resolve what I am going 
to do about the him within me. Who was he for me? Where was the good? Was 
my love for him real? Does my gratitude have any basis? These are questions I 
have yet to answer. I am trying to sort them out. One thing I know he gave me 
was the chance to be heard and, through being heard, the chance to know myself. 
Iam rarely afraid to speak what is inside me now. But I am also cynical now, eas- 
ily demeaning, with an undercurrent of crust. Iam angry. Iam plagued by trans- 
ferences that were never analyzed and some that were iatrogenic to the analysis. 
I still shake inside when I begin to talk about what happened, and after I talk, I 
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am filled with shame and guilt. I want to hide these things from others and erase 
them, as if they expose me as ‘damaged goods: 

“After 5 years of analysis, I am left with having to sort it all out again. I gave 
my life to him, and he cheated me. He used me. He wasn't what he seemed and I 
didn’t know it, and when a part of me knew it, I didn’t have the strength to say it 
out loud to someone else. I want to forget all this. But I know I shouldn't try to. 
Because it stays. It festers. I wish he would know what he did to me. But it is clear 
to me that he does not, because what I had thought was my long-sought-for, 
‘magical’-seeming empathy was nothing more in the end but his admiring his 
own reflection in me, projecting his own needs into me and seeking to meet 
them. If he had truly ‘loved’ me, he would have helped me to be free of crippling 
infantile longings, not try to use them to tie me to him. 

“I need to do what is best for me now. And realize that life is not fair. That Pm 
going to make mistakes. That this was a big one. But I am determined to grow 
and get better and be better because of it. This is the only way I have at present to 
handle it” 


Discussion 


Although this poignant and revealing account provides only one side of the 
story, the events described were largely corroborated by the analyst. Dr. K’s or- 
deal also offers a number of penetrating insights into an analysis characterized 
by ongoing pervasive boundary violations. The enactments occurring were 
clearly in the realm of violations rather than crossings for several reasons: 1) they 
were not attenuated—that is, the analyst did not catch himself as they emerged 
and attempt to understand them; 2) despite the patient's efforts to make him an- 
alyze what was going on, the analyst steadfastly refused to subject the enact- 
ments to analytic scrutiny; 3) the enactments were certainly not isolated but 
rather were pervasive and repetitive; and 4) the analyst’s behaviors certainly 
caused harm to the patient and destroyed any pretense of a viable analysis. One 
of the striking aspects of the account, however, is Dr. K’s desperate efforts to deny 
the harm in what was happening to her. She evidently engaged in a form of de- 
fensive splitting or disavowal in which she simultaneously knew and did not 
know that she was being harmed by a seriously misguided analyst. Much like the 
child who is subjected to incest, she needed to believe in the transgressor’s be- 
nevolence, so she engaged in a dissociative maneuver to keep the malignant na- 
ture of the boundary violation out of her awareness. 

The analogy to incest brings us to another observation about the analysis. 
Despite the fact that no actual sexual contact took place between Dr. K and her 
analyst, the similarity to the dynamics of sexual boundary violations is striking. 
The incestuous meaning of the enactments is apparent in Dr. K’s analogy of Lo- 
lita and in the sexualization of the gifts and self-disclosures of her analyst. Also, 
like an incest victim, Dr. K struggled with blaming herself for somehow seduc- 
ing her analyst because of her ambivalently held wishes to be special to him. 
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From Dr. K’s account, her analyst appears to have been a classical case of the 
lovesick analyst. The boundary violations began with self-disclosures that made 
the patient feel special. The fantasy of being soul mates who could know each 
other’s thoughts without having to voice them followed. The analyst clearly con- 
fused his own needs with the patient’s needs, as Dr. K ultimately realized. His 
rescue of her was actually an attempt to rescue himself. She experienced this as 
though she were being used as part of his masturbatory fantasy. 

Another similarity between this case and those of sexual boundary viola- 
tions is the loss of the “as if” in the transference-countertransference dimen- 
sions of the analysis. Dr. K’s analyst steadfastly assured his patient that the 
idealizing transference did not need to be analyzed: He was what she needed; he 
was what slaked her thirst, not analysis. To treat her special feelings as transfer- 
ence would be to acknowledge that he was not unique, not special, but merely a 
stand-in for someone else (Gabbard 1994f). The exclusivity of the relationship 
would be shattered. After her father’s death, he became the lost father. It was not 
as if he were her father in the transference. On the contrary, he told her that he 
was being a loving father who was trying to help his daughter. Within this par- 
adigm, he attempted to heal her with love, although she clearly experienced the 
underlying contempt in his “love” as well as the real agenda, which was to gratify 
his own narcissistic needs. Dr. K’s analyst, like most analysts who engage in 
egregious boundary violations, apparently lost track of the distinction between 
an analyst and a parent. 

A related feature of this case is the analyst’s apparent misuse of the concept of 
the real relationship. This notion was repeatedly invoked by him whenever Dr. K 
raised concerns about what was going on, always with the emphasis that the real 
relationship was something outside the transference and therefore did not need 
to be analyzed. In fact, there is considerable interpenetration between reality- 
based perceptions and transference (Greenberg 1991; Hoffman 1983), and teas- 
ing out the real relationship from the transference is a formidable challenge. Dr. 
K’s analyst used the distinction in the service of denying and minimizing his pa- 
tient’s need to analyze the bizarre enactments she was witnessing. In addition, the 
“real relationship” concept was employed as a way for the analyst to avoid looking 
at his own countertransference issues. Indeed, in an empirical study of analytic 
discourse, Victoria Hamilton (1993) found that analysts’ use of the “real relation- 
ship” construct negatively correlated with a perspective that countertransference 
examination was useful in the analytic process. 

The observation that the dynamics of nonsexual boundary violations resemble 
those of sexual boundary transgressions applies in the majority of cases, confirm- 
ing the soundness of the slippery slope concept. Indeed, this case appears to be one 
in which the patient herself needed to maintain limits to prevent a descent into a 
more overtly sexual relationship. Clearly, both sexual and nonsexual boundary vi- 
olations represent a form of corruption of the analytic process. Arnold Rothstein 
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(1994) drew a comparison between the seductiveness of sex and of money in the 
transference. He stressed that the patient who wishes to make a donation of 
money to the analyst or to the institution with which the analyst is affiliated pres- 
ents the same fundamental problem as the patient who offers sex. In fact, wealthy 
patients may evoke countertransference wishes to be taken care of in the same way 
that seductive patients do. Both hold out the promise of gratifying frustrated plea- 
sure strivings. The analyst who accepts offers of sex or money from the patient has 
acted on a countertransference wish to exploit the patient. 

Much of the psychoanalytic literature on gifts has focused on the problems 
with accepting presents from patients. In the case of Dr. K’s analysis, however, 
the analyst was the one offering gifts. Analysts are advised to be wary of accept- 
ing gifts because they may be efforts to bribe the analyst to avoid certain un- 
pleasant issues in the analysis or to buy the analyst’s gratitude for a variety of 
quid pro quos (Calef and Weinshel 1983). Much of the same pressure was ex- 
perienced by Dr. K, who felt she must collude with the gift-giving so as not to 
hurt her analyst's feelings. The gifts also seemed to keep her from acknowledg- 
ing the analyst’s contempt for her and the process more directly, at least until the 
end of the analysis. 

As noted in Chapter 3, the perception of deficit-based pathology often ap- 
pears to be involved in sexual boundary violations. The same is true in nonsex- 
ual boundary violations. In Dr. K’s analysis, it even became the subject of 
explicit discussions between analyst and patient. The analyst apparently justi- 
fied his departure from standard analytic technique by rationalizing that the pa- 
tient was deficit-ridden and suicidal. His love was supposed to fill the void left 
by the insufficient nurturance of her childhood environment. 

We are clearly not in a position to know to what extent Dr. K’s pathology was 
deficit based. However little or much it was in actuality, the point we wish to 
stress is that the descent down the slippery slope often begins with the analyst’s 
conviction that the patient has deficits and that those deficits need to be filled by 
the analyst's heroic efforts. There is a lesson here that involves the confusion be- 
tween a shift from expressive to supportive technique on the one hand and com- 
plete erosion of professional boundaries on the other. There are certainly patients 
who appear to require support at times during their analyses. There are also 
those who begin analysis with an analyst who has overestimated the extent of the 
patient’s ego resources and capacity to make good use of an analytic process. In- 
deed, Robert Wallerstein’s (1986) investigation of outcomes in the Menninger 
Psychotherapy Research Project found that some patients who did well in treat- 
ment had benefited from supportive interventions and that these measures re- 
sulted in structural changes that were as durable as those produced by expressive 
methods. Many of the analyses had begun with excessively high expectations of 
the patient's ability to use an analytic approach and were characterized by a pro- 
gressive shift to more supportive techniques. 
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Supportive strategies, however, involve a shift away from interventions such 
as transference and extratransference interpretations toward clarifications, con- 
frontations, empathic validation, advice and praise, and limit setting (Gabbard 
1994c). They also call for the analyst to bolster adaptive defenses and serve as an 
auxiliary ego when specific ego functions are not operating smoothly. Support- 
ive strategies do not involve countertransference-ridden enactments of gross 
boundary violations. As noted in Chapter 4, flexibility is needed with patients 
who are suicidal or deficit based, but throwing limits out the window and grat- 
ifying the wish to be rescued may actually make the patient worse (Gabbard and 
Wilkinson 1994; Gutheil and Gabbard 1993). Countertransference enactments 
and boundaries must be monitored even more closely in supportive treatments 
because they are more complex and ambiguous in view of the fact that a modi- 
cum of transference gratification is part of the technique (Rockland 1992). 

In the case of Dr. K’s analysis, the patient first experienced her analyst’s res- 
cue operation as gratifying, but she soon felt imprisoned and robbed of her own 
autonomy and freedom. With a good deal of insight, she eventually reached the 
highly disconcerting conclusion that she had been conforming to the role in 
which her analyst had cast her in order to protect him. As long as she presented 
herself as labile and unstable, he could justify his actions as providing her the 
necessary support to keep her functioning. If she stopped participating in this 
folie a deux, they would both have to face the fact that he was out of control and 
acting out of his own needs. Who was treating whom? As in most cases of love- 
sick analysts, a role reversal had occurred. This case represents an illustration of 
the interlocking enactments of rescue fantasies that Apfel and Simon (1985) 
noted. The issue of deficit-based pathology and the analyst’s response to it 
raises fundamental questions about the analyst’s role and the therapeutic action 
of psychoanalysis. Although Loewald (1960) and others have invoked the con- 
cept of reparenting as a component of the analytic process, the notion is often 
misconstrued to mean becoming an idealized parent to make up for the defi- 
ciencies of the actual parents of childhood. This countertransference response 
is particularly likely in patients who experienced severe neglect and abuse in 
childhood. 

Yet if the analyst does not allow himself to be experienced as the old object 
from the past, the patient’s efforts to work through experiences from childhood 
will be compromised. Casement (1985) described a female patient who ex- 
pressed a wish to hold his hand. As a child she had undergone surgery after be- 
ing scalded. During an operation, her mother, who had been holding her hand, 
fainted and thus let go of her hand. Casement initially consented to holding her 
hand, but he later retracted his promise after subjecting his countertransference 
to self-analysis. He recognized that his holding her hand would be colluding 
with her in an attempt to become a better parent who would make up for the 
failures of the actual mother. He also emphasized that it was important for his 
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patient to experience him as she did her mother in addition to experiencing him 
as a new and different object in order to work through the trauma. 

It would, of course, be reductionistic to conclude from this vignette that any 
form of touch or hand-holding is always technically incorrect in analytic work. 
The variability of the analytic situation is too great to make inductive leaps from 
one situation to all situations. McLaughlin (1995) described a situation in 
which an impulsive patient grabbed onto his hand for several minutes as she 
sobbed. He reported that the enactment was a crucial breakthrough for the pa- 
tient. She experienced it as a sign that the analyst was there for her and did not 
view her as untouchable. She felt enhanced trust and could then tell him some 
reservations she felt about his technique. In the same paper, McLaughlin re- 
ported that he has accepted occasional hugs initiated by the patient without 
damage to the process. 

This discussion shades into that dark nether region known as the art of psy- 
choanalysis, where rigid rules are not particularly useful. Many professional 
boundaries can be crossed for good reason on occasion. Most analysts would 
not meet patients outside the office, but Elizabeth Lloyd Mayer (1994b) re- 
ported a moving case of treating a dying patient during which the last few ses- 
sions took place in the patient’s home because she was too weak to come to the 
analyst's office. This boundary crossing seemed entirely appropriate in the con- 
text of the treatment. 

By contrast, the repeated hand-holding in Dr. K’s analysis and the frequent 
extra-analytic meetings were confusing, traumatic, and ultimately devastating 
to the analytic process and to Dr. K herself. Although it might be tempting to 
dismiss Dr. K’s analyst as simply an impaired clinician who should have been 
prevented from practicing, the situation is more complex. He was a highly re- 
spected analyst in the professional community where he practiced, and his poor 
judgment, like that of many lovesick analysts, seemed to be confined to the 
treatment of Dr. K. As part of the ethics committee investigation of the district 
branch psychiatric society, his other patients were systematically interviewed. 
All gave accounts of perfectly acceptable analytic work. They were flabbergasted 
to hear of the ethics charges against him. 

Although Dr. K was not in a training analysis, the violations she encoun- 
tered in her treatment are an extreme form of problems known to occur in train- 
ing analyses. Phyllis Greenacre (1966) wrote of the frequency with which 
exceptions and indulgences occur in training analyses and how difficult it is for 
the student analysand in those situations to bring up the special favor as some- 
thing to be analyzed. She also observed that these acts of benevolence are most 
commonly performed by older analysts of considerable repute. She attributed 
the phenomena to narcissistic blind spots protected by the defense mechanism 
of isolation. These analysts may be similar to the analysts described in Chapter 
3 who feel that they have achieved such stature in the field that the usual rules do 


88 Boundaries and Boundary Violations in Psychoanalysis 


not apply to them. In any case, the effect of such indulgences is often to bind the 
patient to the analyst indefinitely. 

In some quarters, there has been skepticism expressed about the harmful- 
ness of nonsexual boundary violations. Dr. K’s frank discussion about the impact 
of her analyst’s behavior is an elegant description of the harm done by the analyst 
who loses track of the analytic task and the analytic role. Although there is little 
doubt that part of the healing process in analysis involves the analyst-patient re- 
lationship itself, the analyst who steps outside the analytic role raises false hope 
in the patient that will inevitably be shattered as time goes on. The analyst cannot 
be a parent or a lover without destroying the essence of the analytic process. The 
analyst who tries to love his patient to health and thus offers hugs, round-the- 
clock availability, and professions of affection has confused the concrete with the 
symbolic. Analysis is about the wish to be loved and hugged and the feelings 
stirred up by the impossibility of the analyst's gratifying those wishes. The most 
effective and powerful gift we have to offer the patient is the analytic setting itself. 


CHAPTER 6 


The Fate of the Transference: 
Posttermination Boundaries 


THE appropriate boundaries of the posttermination relationship between an- 
alyst and patient have never been consensually defined by psychoanalysts. Dif- 
ferent analysts view the posttermination period from significantly different 
perspectives. Indeed, few aspects of professional boundaries are more contro- 
versial than posttermination restrictions. 

Much of this controversy reflects the fact that termination is fraught with 
uncertainties. The word itself conjures up images of death and finality (Gabbard 
2015a). The teaching and writing about termination are particularly problem- 
atic because they rely heavily on myths handed down from generation to gen- 
eration rather than on data. Recent authors (Gabbard 2009b; Kantrowitz 2015; 
Salberg 2010) have exposed these myths and challenged the profession to re- 
think the concept of termination. Enthusiastic instructors are hard to attract for 
the teaching of seminars on the subject, and the reading lists often include a host 
of articles from many years ago. A common myth is that patients would not 
need to have any further contact with their analyst if the analysis had been well 
done. Accompanying that myth is the notion that one who recontacts an analyst 
is acknowledging that something had gone wrong in the analysis. Hartlaub et al. 
(1986) noted that this fantasy existed even though no one could ever recall ac- 
tually having been taught this. 

Reductionistic models were widely taught, including the idea that the trans- 
ference neurosis had to be interpretively resolved. In an era in which the concept 
of transference neurosis is widely challenged, this notion has been replaced by a 
more widely held view that psychoanalysis is about the unique, the idiosyn- 
cratic, and the overdetermined (Gabbard 2009). Hence, there is no formula for 
what must happen in the course of an analytic treatment. Rather, a more widely 
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held view is that there are a variety of different kinds of termination reflecting 
different modes of therapeutic action and different end points (Kantrowitz 
2015). A corollary of this view would be that no one is “completely analyzed,” 
and there is often ongoing self-analytic work and return for further analysis. 

In analytic work, a strong argument can be made that posttermination sex- 
ual relationships should be regarded as unethical and clinically ill advised in vir- 
tually every situation. This point of view is most persuasively supported by the 
research on the fate of the transference after termination of analysis. However, 
there are other considerations as well that argue against the sexualization of a re- 
lationship between a former patient and his or her analyst. These issues are con- 
sidered after my examination of the literature on the vicissitudes of transference 
following termination. 


Persistence of Transference 


Research over many decades has consistently demonstrated that transference 
persists beyond termination. Arnold Pfeffer (1963), in the course of follow-up 
research on previously analyzed subjects, encountered two unexpected and 
striking phenomena in his interviews. First, patients dealt with the analyst con- 
ducting the follow-up interview as though he or she were their own analyst. In 
other words, transference was instantly reestablished. Second, the symptoms 
for which analysis was originally sought appeared to recur during the follow-up 
interviews. The patients appeared to return to the last point of their analyses 
and to continue analyzing the loss of the analyst and the analysis, a process that 
was not fully accomplished at the time of termination. 

In contemporary psychoanalytic thinking, we would conceptualize Pfeffer’s 
(1963) observations somewhat differently. In an era in which the analyst’s par- 
ticipation in the patient’s transference is widely acknowledged, we suggest that 
the same transference that existed in analysis is not what is established with the 
interviewer. Because the two participants are not exactly the same, the nature of 
the transference is unlikely to be identical. Rather, a basic transference disposi- 
tion is reestablished. In other words, there is a readiness to reexperience the 
transference with other clinicians and certainly with one’s former analyst. 

Pfeffer also concluded that even in a successful analysis, the patient retains a 
complex mental representation of the analyst. This representation appeared to 
be related to more or less resolved aspects of the transference neurosis as well as 
to transference residues that were not as thoroughly addressed in the analysis. 
Because this observation applied to all the patients studied, it was not consid- 
ered to be idiosyncratic or reflective of special circumstances in the analysis. 

In a subsequent paper, published 30 years after the original contribution, 
Pfeffer (1993) noted that the phenomenon he observed (which, incidentally, has 
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come to be known as the Pfeffer phenomenon) can be understood as a capsule 
recapitulation of the patient’s analysis, with both the recurrence and the recov- 
ery from the transference neurosis represented. In this regard, the analyst is rep- 
resented as both an old object (a residual displacement from past figures) and a 
new object (on the basis of new integration of conflicts integral to the transfer- 
ence neurosis). He also stressed that both mental representations remain indef- 
initely. Schlessinger and Robbins (1974) also observed that many former 
patients make consistent use in fantasy of the “benign presence” of the analyst to 
facilitate the solution of conflicts after analysis. 

Although one might think this internal process would wane in the years fol- 
lowing completion of analysis, a study of 97 psychotherapists who had been in 
either analysis or therapy suggested that it does not (Buckley et al. 1981). The 
authors found that thoughts about the therapist or analyst reached a peak 
during the 5- to 10-year period after termination and that these thoughts were 
related to a gradual working through of unresolved transference issues. These 
subjects all considered returning to treatment at some point during this period. 

One must even allow for the possibility that the transference actually inten- 
sifies after termination. Rita Novey (1991) described a male patient who re- 
turned to see his female analyst following termination and experienced intense 
erotic feelings toward her. The author, commenting on the case, noted that the 
transference did not peak until a full 2 years after termination. 

In a study of five former analysands, Norman et al. (1976) interviewed each 
of the subjects four or five times at weekly intervals, much as Pfeffer had done. 
Also like Pfeffer, they observed that every former patient readily reestablished 
the transferences that had occurred in their analyses and related to the inter- 
viewers as though they were their analysts. These authors shared the view that 
analysis does not obliterate the transference neurosis. They also noted that each 
patient experienced varying degrees of control over the transference neurosis, 
so it could be viewed as a new psychic structure under the purview of the un- 
conscious ego. They concluded that “the transference neurosis remains as a la- 
tent structure which may, under certain conditions, be revived, repeated, and 
rapidly mastered” (p. 496). 

An investigation using a more rigorous methodological approach offered 
further support for the notion that the central transference paradigms emerging 
in the analytic process do not disappear as a result of analytic work (Luborsky et 
al. 1994). Luborsky and his colleagues compared the core conflictual relation- 
ship theme in the first quarter of analysis with that of the last quarter of the 
treatment. In the 13 analytic patients studied, there was remarkable consis- 
tency between the transference themes during the early and late periods. The 
authors concluded that basic transference dispositions remain despite in- 
creased understanding, expansion of the ego, and greater mastery of conflict. 
They suggested that Freud was correct when he noted in his 1912 paper, “The 
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Dynamics of Transference,” that the transference is a lifelong template (Freud 
1912/1958). 

We should clarify in this context that the studies we have reviewed do not 
suggest that nothing changes as a result of analysis. Although the transference 
dispositions persist, they are much more thoroughly understood and mastered. 
As Joseph Schachter (1992) noted, follow-up studies of analyzed patients indi- 
cate that whereas transferences are not necessarily resolved, they are modulated 
to the point that patients can deal with them more effectively. Transference 
wishes remain, but the expectations of how others will react to those wishes are 
significantly altered. 

This review of the literature is not a selective one. Studies demonstrating the 
obliteration of the transference following termination of analysis do not exist. If 
transference makes analyst-patient sexual relations symbolically incestuous, po- 
tentially harmful, and clearly unethical during analysis, the same considerations 
should apply to posttermination sex. An analogy vividly makes the point: Father- 
daughter incest is abhorrent no matter how much time has passed since the 
daughter lived in the same household as the father and regardless of their status 
as “mutually consenting” adults (Gabbard 1993; Gabbard and Pope 1989). 

Levine and Yanof (2004) reported on the findings of a Committee on Psy- 
choanalytic Education study group of the American Psychoanalytic Association 
that examined postanalytic contacts. They concluded that the processing of 
transference and its integration into the patient’s psychological world are highly 
specific to each individual patient and each analyst-patient dyad. The real ex- 
pectation of some form of posttermination relationship may mitigate against a 
mourning process focused on giving up transference wishes. Kirsner (2000) 
emphasizes that powerful senior analysts are well known to recruit former anal- 
ysands to join them in support of particular educational policies or political po- 
sitions, thereby exploiting unconscious transferences and former loyalties. 
Former analysands, therefore, may feel indebted to their former analysts for the 
preferential treatment they receive and may surrender their good judgment and 
rely on the authority of their analysts instead (Levine and Yanof 2004). There 
are even examples of situations in which ex-patients have taken care of their for- 
mer analysts in old age, much like one would do with a parent. 


Posttermination Relationship as Resistance 


The persistence of transference is only one of several arguments for a “once a pa- 
tient, always a patient” attitude regarding posttermination sexual relationships. 
The mere possibility of such a relationship can serve as the nidus of a formidable 
resistance. For example, if a patient were aware that a future relationship with 
the analyst was an outcome that was not subject to ethical censure, he or she 
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might knowingly or unknowingly approach the analysis as though the primary 
goal of the treatment were to win over the analyst's affection. Aggressive trans- 
ference themes might be avoided. Sexual conflicts might be minimized. Shame- 
ful or embarrassing life events might be swept under the rug because of the 
patient’s concern that revealing them would jeopardize a future relationship 
with the analyst. 

Similar issues might arise in the analyst’s countertransference if a future sex- 
ual relationship were regarded as acceptable by the profession. Analysts experi- 
encing intense loving feelings for a patient might foster idealization in hopes of 
persuading the patient that they are a match made in heaven. 

Confrontation of painful or unpleasant material might be eschewed in the 
service of preserving the “real relationship” without contamination from the pa- 
tient’s anger or resentment. Most important of all, a necessary mourning pro- 
cess might be entirely avoided by presenting oneself as the magically healing 
future partner who will transform the patient's suffering into unending bliss. 

A common element in a successful psychoanalytic experience is the renun- 
ciation of long-held yearnings for incestuous objects. There is no viable shortcut 
that bypasses the painful mourning and working through that must accompany 
this giving-up process. Analysis can be effective largely because it involves a re- 
lationship confined to a circumscribed time each day in which understanding is 
the goal. As Freud (1915/1958) emphasized, it is a relationship for which there is 
no model in real life. The more the analytic relationship is allowed to blur into 
other forms of relationship outside the analytic context, and even potential re- 
lationships in the future, the more the analysis will be undermined. 

The analyst must never forget that it is precisely because the relationship 
with the patient will never be anything other than what it is that patients can feel 
free to say whatever comes to mind. As I stressed in Chapter 1, the analytic role, 
along with its concomitant analytic boundaries, creates an atmosphere of safety 
and holding in which the patient can feel free to play with ideas and feelings 
without fear of adverse consequences. The knowledge that the analyst will never 
use the information gleaned from the patient in any other context is a crucial 
component of the analytic setting that frees up the patient. 

Many patients, particularly those in the mental health professions, approach 
analysis with a secret agenda of paving the way for a postanalytic relationship— 
sometimes sexual, sometimes not—that will allow the analyst to be a “real per- 
son.” Interpretation of this fantasy paves the way for the necessary grief process. 
Any hint of collusion, through either avoidance or subtle encouragement of it, 
may leave a crucial sector of the personality unanalyzed. One female analysand 
in her 20s was consumed with erotic feelings for her male analyst and asked him 
if he would sleep with her. His response was that he did find her sexually attrac- 
tive, and although perhaps sometime in the future there might be a possibility of 
that kind of relationship, it was absolutely off-limits for now because it would be 
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unethical. The patient held on to his words—that a relationship might be pos- 
sible in the future—and could think of nothing else. All the other issues in the 
analysis paled by comparison, and she viewed the analysis as something that 
had to be endured until they could finally get to a romantic, nonanalytic rela- 
tionship. The analyst's response not only was questionable in terms of ethics, but 
it could also be categorized as poor technique. 

Termination is a particularly high-risk time for the enactment of sexual 
longings between analyst and analysand. It is the bane of the analytic profession 
that practitioners must become extraordinarily close to their patients, only to 
lose them. Termination is a real loss for both participants. It represents the fi- 
niteness of the relationship and even the unbearable impermanence of life itself. 
Associations that link termination to death are a regular occurrence during the 
termination phase of analysis. Both analyst and analysand may wish to short- 
circuit the grief associated with loss and death and share in a manic defense de- 
signed to deny the definitive nature of the ending. 

The analyst may self-disclose more, offer more advice, become more infor- 
mal, and even invite the patient to enter into a social relationship as a way of 
communicating something like the following: “We don't really have to dwell on 
the mourning inherent in the loss of this relationship because we are embarking 
on a new relationship that will be better. This is not an ending; it is a beginning” 

Martin Bergmann (1997) stressed that the experience of termination in 
analysis is highly unique in the sense that it is without parallel in any other realm 
of human relationships. Where else does one end an extraordinarily intense, 
lengthy, and intimate human relationship without an understanding that there 
will be ongoing contact of some kind? Moreover, the love experienced in the 
transference may be the best that life has offered the patient. Novick and Novick 
(2006) argued that termination was essentially inconceivable by the early ana- 
lysts, and modern analysts have inherited a legacy that involves ignoring and de- 
nying the feelings surrounding termination. A number of authors (Dewald 
1966; Limentani 1982; Novick 1982; Viorst 1982) have noted the fact that ter- 
mination is a loss for the analyst as well as for the patient. Just as the patient may 
use the defensive fantasy of postanalytic contact as a way of fending off mourn- 
ing, the analyst may similarly avoid dealing with the loss and therefore reinforce 
the patient’s denial (Novick and Novick 2006). 

Calef and Weinshel (1983) observed that many analytic patients terminate 
with a feeling of “unfinished business.” When such patients are analyzed in sec- 
ond analyses, it becomes apparent that the feeling often relates to a wish for sex- 
ual consummation with the analyst as oedipal parent. If the analyst is vague or 
provocative with the terminating patient, the analyst's behavior may unwittingly 
encourage the patient to focus on future consummation rather than the impos- 
sibility of ever having the desired relationship (Bergmann 1997). 
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Return of the Patient 


In a study of 71 successfully analyzed patients reported by Hartlaub et al. 
(1986), two-thirds had contacted their analysts within 3 years of termination. 
Hence, there is a practical, common sense reason for abstaining from sexual in- 
volvement with former patients: most of them are likely to require the analyst's 
services again. In the sample studied by Hartlaub and his colleagues, the pa- 
tients clearly did not return because their analyses were disappointing or inef- 
fective. They were generally doing well in their personal and professional lives 
but needed a consultation or two to solidify gains from the analysis. Some 
needed to work on continued de-idealization of the analyst, whereas others re- 
quired assistance in reactivating their self-analytic function. Still others felt a 
need to report developmentally important accomplishments and thereby con- 
tinue the process of restructuring internal self and object representations, a pro- 
cedure that one might term “getting new paint on old introjects.” 

When one has the opportunity to analyze these returns in some detail, a com- 
mon theme is the analysand’s guilt about the possibility of harming the analyst 
through termination. Ending the analysis and renouncing the infantile object in 
the transference relationship with the analyst may be experienced unconsciously 
as a form of parricide (Loewald 1980b; Winer 1994). Leading a successful life af- 
ter the analysis may also have that meaning, and the return of the patient to the 
analyst may be designed in part to appease the analyst, who has been surpassed, 
abandoned, or left behind (Schafer 1992). These returns may be preceded by 
flare-ups of old symptoms, but fears regarding greed, competitiveness, and gran- 
diosity may be at the heart of the flare-up. Schafer viewed these symptomatic re- 
turns as a variant of survivor guilt in relation to the analyst. Fearing that the 
analyst may retaliate against him or her in envy, the patient returns for more 
treatment as a way of placating the enraged analyst of his or her fantasy. 

More recent data indicate that the majority of patients return for further 
help from their analyst after terminating. Kantrowitz (2015) conducted detailed 
interviews with 82 individuals who had previously been in analysis, some of 
whom were in the profession and some of whom were not. She reported that 51 
out of 82 of these former analysands sought out further help from their analysts 
after terminating. The most frequent complaint in this group involved analysts 
who stepped outside of their professional role and were unaware of the negative 
impact such actions had on their patients. Schlesinger (2005) wisely argued that 
there really is no such thing as an ex-patient. He cautioned that analysts should 
not allow anything to interfere with the ability of former patients to return to 
treatment should they wish to do so. Indeed, a great many of the patients in the 
Kantrowitz sample described problematic effects of social or nonclinical con- 
tact with their previous analyst. In a majority of the cases, the former analyst 
seemed to be encouraging more of a social context for the relationship, and for 
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many patients, this was an awkward experience. By contrast, most of the 51 who 
sought out further professional contact with their former analysts found it to be 
a positive and helpful experience. For the majority, the recontacting was rela- 
tively brief and specific in focus. 

Kantrowitz (2015) concluded that “we must always remember that we re- 
main their analysts in their minds. The relationship with us is the one they have 
known and, hopefully, valued. We need to remain available to them as a re- 
source should they wish to return later” (p. 104). She also emphasized that on 
the basis of these data it is her firm belief that it should be the analysand, not the 
analyst, who should initiate postanalytic contact. 


Arguments Against an Absolute Prohibition 


Analysts agree that engaging in sexual relations with a current patient is un- 
equivocally unethical, but there is some disagreement about the need for an ab- 
solute ethical prohibition against sexual relationships with former patients. In 
many institutes, leading figures have married former patients, and there is often 
a concern that a condemnation of such relationships would have a devastating 
effect on these esteemed teachers, supervisors, and training analysts. As noted 
in Chapter 3, these marriages are often pointed to in an effort to argue that ev- 
ery case is not uniformly harmful. 

Even if these unions were thoroughly evaluated and some were found to be 
of questionable harmfulness, the need for an ethical standard would not be elim- 
inated: ethical standards do not require a demonstration that a particular behav- 
ior always results in harm (Gabbard 1994e). Most analysts can conceive of cases 
in which confidentiality might be broken, for example, but because the instance 
was circumscribed and did not get back to the patient, no apparent harm oc- 
curred. Nevertheless, all would agree that breaking confidentiality is unethical. 
Ethics codes are generally based on the potential for harm. Moreover, such stan- 
dards are created to apply to the vast majority of instances, not to take into ac- 
count every possible exception. By analogy, most individuals cannot drive safely 
while intoxicated, so we have laws prohibiting such behavior. Some heavy drink- 
ers might argue that they regularly drive home from a bar after consuming a fifth 
of hard liquor and have never had an accident, but the law remains a sound one 
because most people cannot drive safely after imbibing that much alcohol. 

Another argument for a more lenient view of posttermination sexual relation- 
ships is that prohibition of such unions is inherently unconstitutional (Appelbaum 
and Jorgenson 1991). In other words, just as individuals have a right to assemble 
and a right to pursue happiness, they also have the right to romance whomever 
they wish without infringement from professional organizations. This argu- 
ment confuses the definition of a professional's acceptable behavior according 
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to ethical guidelines with the citizens more general constitutional rights. Pro- 
fessionals automatically submit to additional responsibilities and legal man- 
dates when they enter a profession (Gabbard 1994e). For example, an analyst 
does not exercise the right to free speech regarding privileged communication 
from a patient because there are legally mandated prohibitions against violating 
confidentiality as well as ethical codes proscribing such behavior. Moreover, if 
law alone were the basis on which professionals determined their conduct, there 
would be no need for ethics codes in professions. Finally, if the constitutional ar- 
gument were taken seriously, one could extend it by saying that a professional 
organization has no constitutional right to prevent sex with a current patient. 

Finally, one other argument occasionally brought to bear is that the flesh is 
weak, drive pressures are powerful, and, as Woody Allen would say, “You can’t 
help who you fall in love with” In other words, if analyst-patient sex can never 
be completely eliminated because of human nature, why should we have the ex- 
pectation that analysts refrain from posttermination sexual relationships? The 
answer is twofold. First, no ethics codes are established with the assumption that 
they will deter all unethical behavior. Second, analysts may not be able to con- 
trol whom they fall in love with, but they can certainly control whom they fall in 
bed with. If they cannot keep themselves from sleeping with a former patient, 
something is awry. When one considers the fact that numerous other partners 
are available, an all-consuming infatuation with a former patient—someone 
who unconsciously represents a forbidden, incestuous object—should prompt 
concern in the profession, if not in the analyst. 


Nonsexual Posttermination Relationships 


In Chapter 5, the potential harm of nonsexual boundary violations to the ana- 
lytic process and to the patient was discussed in detail. However, much less has 
been written about the nonsexual boundaries of postanalytic relationships. In 
principle, the arguments marshaled to support an absolute prohibition of post- 
termination sexual relationships might be applicable to other kinds of dual re- 
lationships. In practice, however, the nonsexual areas are murky, and certainly, 
no consensus exists. 

All analysts must deal with postanalytic relationships in one way or another. In 
the absence of clear guidelines, they develop their own, often on the basis of the way 
that their own training analyst managed the posttermination period with them. 

As the foregoing discussion illustrates, some analysts assume that the trans- 
ference persists and that the patient may return for further treatment, so they 
maintain the analytic boundaries in much the same form as during treatment. 
Others feel that there is no longer a professional relationship, so they feel free to 
develop closer ties and even move in the direction of a friendship. Still others 
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take a middle ground, in which they maintain sufficient professional distance to 
avoid difficulty ifthe patient should return for further treatment; however, they 
are less formal and more self-disclosing (in a limited way) when they run into 
their former patients on social or professional occasions. 

The problem in all these posttermination relationships is knowing where to 
draw the line. Should analysts engage in business relationships with former pa- 
tients? Should they eat lunch together periodically? Should they entertain each 
other in their homes or play golf or tennis together? In some areas the per- 
sistence of transference appears to be of greater concern than in others. For ex- 
ample, should analysts accept large contributions for their own projects or those 
of their institute or society from a former patient who wishes to express grati- 
tude? One could argue that the ongoing transference compromises the patient’s 
ability to make a rational judgment or an informed decision about the choice of 
the recipient. 

Rothstein (1994) is unequivocal in his view of this situation. Espousing a 
perspective that transference and countertransference are both interminable, he 
argues that there are no “former analysands.’ The mind is forever in conflict, in 
Rothstein’s view, so offers by patients of contributions to the analyst after termi- 
nation should be regarded as a seduction in the postanalytic phase of an ongo- 
ing analysis rather than a simple expression of gratitude. Similarly, an analyst’s 
acceptance of such gifts is regarded as a countertransference enactment in 
which the behavior is rationalized, usually involving the thought that the money 
is for a higher cause. 

Many other forms of postanalytic boundary dilemmas may also present 
themselves. For example, should one accepta referral from a former patient who 
is also a professional? Should one refer a patient to a former analysand? Should 
an analyst accept an invitation to a social occasion from a former patient? 

Schachter (1990, 1992) systematically studied posttermination patient-analyst 
contact. He conceptualized analysis as part of an ongoing developmental process 
with the goal of facilitating the analysand’s capacity for psychological growth. His 
primary emphasis was on the value of a planned posttermination consultation in 
the analyst's office, not a social relationship. However, he also suggested that there 
are situations in which an analyst and a former patient may develop a genuine 
friendship as an outgrowth of a good therapeutic alliance during the analytic pro- 
cess. In some cases, Schachter argues, these relationships may be psychologically 
healthy and do not necessarily have strong neurotic underpinnings. 

In the literature on this subject, there is clearly not a consensus about the mer- 
its or hazards of posttermination contact. In Tessman’s (2003) study of how an- 
alysts represent their own personal or training analysts, she found that in some 
cases postanalytic social or professional contacts offered the possibility of inte- 
grating an idealized image of the former analyst with the more mundane aspects. 
Moreover, there is no standard institutional approach to the problem of the post- 
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termination relationship. Levine and Yanof (2004) found that “post-analytic re- 
lationships within the institutional setting are conducted in highly idiosyncratic 
ways that vary from institute to institute, analyst to analyst, and analytic dyad to 
analytic dyad” (p. 876). In the Kantrowitz study, 16 of the 34 former analysands 
who reported postanalytic social and/or nonclinical contact with their former 
analysts found the changed relationship a source of pleasure that solidified their 
sense of self-worth and appreciation of others and their sense of autonomy 
(Kantrowitz 2015). One size clearly does not fit all. 

It goes without saying that all of these issues are greatly clouded by the 
unique dimensions of the training analysis. As I noted in Chapter 4, there is a 
dual relationship inherent in the training analysis that must be taken into ac- 
count when considering the posttermination period. The former analysand be- 
comes a colleague of the training analyst and will be involved in many activities, 
such as committee membership, scientific meetings, and teaching, alongside the 
former analyst. As Bernardi and Nieto (1992) observed, “the paradox is that 
while no one would take a patient with whom such an enterprise was shared, in 
this case, this is precisely what is necessary” (p. 142). 

Recognizing the potential for boundary problems, many institutes arrange it 
so that the candidate is neither supervised nor didactically taught by his or her 
training analyst. However, a number of analysts who were supervised by their 
training analyst after termination speak of the experience in positive terms. They 
particularly emphasize the value of the experience in promoting a de-idealization 
of the analyst. The encounter with the analyst in the supervisory setting, they ar- 
gue, assists them in the ongoing work of consolidating the analytic experience 
and mourning its loss. In short, it facilitates the posttermination work. 

Skeptics of this view argue that persisting transference makes posttermina- 
tion supervision highly problematic. The candidate’s capacity to evaluate criti- 
cally the supervisor's observations about the case or the candidate's technique 
may be significantly impaired. Disagreements about the patient or the optimal 
approach may be suppressed by the candidate, or, alternatively, negative trans- 
ference residues may be reactivated, so there is a subtle or not-so-subtle power 
struggle in the supervisory process. 

The problems arising from using one analysis for both training and analyz- 
ing have been discussed exhaustively. As long ago as 1964, David Kairys con- 
cluded that some analysts “have come to believe that the problems of analyzing 
within a training program are intrinsically insoluble and no longer worth dis- 
cussing” (Kairys 1964, p. 485). Nevertheless, we must consider the complexities 
of the training analysis, and particularly the posttermination period, or we can 
easily fall into the trap of a double standard, in which we are advocating one set 
of posttermination boundaries for nontraining analyses and another for candi- 
dates. At the very least, a training analysis should provide a good analytic expe- 
rience. If the posttermination phase, and therefore the termination phase itself, 
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is handled differently by the training analyst, the training analysis may color the 
candidate’s management of termination issues with other patients. 

Joan Fleming (1969/1987) was explicit in her view that an advantage of a 
training analysis over a personal analysis is the opportunity for a continuing re- 
lationship between candidate and training analyst on a basis that is different 
from that of the analytic situation: “Having worked so hard at being a patient, 
the student-analyst must now work equally hard at shifting to another level, that 
of colleague and friend” (p. 79). She argued that those who oppose this view are 
selling analysis short. She accused them of negating the reality principle and in- 
voked the parent-child metaphor to make her point. She suggested that they are 
viewing the former analysand as “once a child, always a child” and refusing to 
accept that their analytic “child” has grown up, thus perpetuating a patriarchal 
culture in the profession. 

Fleming, in my view, oversimplified the issues of the termination of a training 
analysis. The assumption of a parent-child paradigm as a guiding metaphor feeds 
right into the patient’s transference wishes. After analysis, one can finally grasp 
the elusive, longed-for relationship that was out of reach during the analysis. This 
view of termination as a relatively smooth transition from an analyst-analysand 
paradigm to a friendship or mentoring paradigm encourages a postponement 
and ultimately avoidance of the grief work that is necessary to complete the an- 
alytic experience. A period of internalization and mourning may be necessary 
for the candidate to work through the termination, and analysts who establish 
immediate friendships with their terminated analysands do not provide that 
necessary time and space (Torras de Bea 1992; Treurniet 1988). 

A fundamental problem in the training analysis is that patient and analyst 
will in reality have an ongoing relationship of some nature after termination. To 
be sure, the character of this relationship will differ from one dyad to the next. 
Nevertheless, the fact that they will become colleagues makes the training anal- 
ysis different from other analyses. All candidates must recognize that there is a 
fundamental difference between their own experience and that of their patients 
around termination. 

Oremland et al. (1975) studied “incompleteness” in analyses that were ap- 
parently successful by arranging a series of follow-up interviews with several 
patients in the posttermination period. In one case, there was a discrepancy be- 
tween the analyst's and the patient's views of the termination. The training an- 
alyst viewed the ending as orderly and without incident. The patient, on the 
other hand, felt that his training analyst was attempting to prolong the analysis. 
He also felt that the analyst was behaving more like a mother than an analyst. He 
did not mention this reaction to the analyst, and the investigators observed that 
he then carried an unanalyzed idea of the analyst with him beyond termination. 

The abstinence required of the analyst takes its toll, and some analysts long to 
be known asa “real person” as termination approaches. However, becoming more 
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“real” or more like a parent has a host of risks associated with it, as Oremland et al. 
(1975) noted. Such a message from the analyst to the analysand can be heard as 
an injunction to remain loyal to the analyst as a child would to a parent. What 
about the patient’s autonomy? What about the analysand’s freedom to choose to 
not be a friend of the analyst because of the wish to preserve him or her as a po- 
tential analyst for the future should problems arise? 
Evidence of the loyalty pressures produced by this view of the analysand as 
a kind of grown-up child of the analyst is ubiquitous. In one of the worst sce- 
narios, one sees former analysands literally taking care of their former training 
analyst. This caretaking may take the form of sending referrals to the training 
analyst, who may actually be too feeble or too demented to practice, or it may 
manifest itself in looking in on him at his home, taking care of his physical 
needs, and driving him to medical appointments. In a more typical scenario, the 
candidate feels obligated to become something of a disciple of the training an- 
alyst and may forcefully endorse the analyst’s theoretical or technical precepts 
while vehemently denouncing those of rivals. This “convoying” of former pa- 
tients has been a widespread problem throughout the history of psychoanalysis. 
Accounts of the Controversial Discussions of the 1940s in the British Society 
provide ample evidence of this demand for loyalty from former analysands. 
Greenacre (1966) cited the training analyst’s wish to maintain the candidate's 
allegiance after termination as one of the three main areas of countertransference 
in training analyses (the other two were overzealousness regarding the analy- 
sand’s academic performance and active participation in training matters per- 
taining to one’s analysand). She noted that rationalizations involving “saving” a 
promising younger colleague for the future of psychoanalysis may be conjured 
up to justify the training analyst's narcissistic need to control the candidate. 
Ramon Ganzarain (1991) noted that a common difficulty encountered be- 
tween candidate and former training analyst is the continued attempt to estab- 
lish analytic activity in a nonanalytic setting. Candidates may “free associate” 
with their former training analyst in a social situation. Similarly, analysts may 
foster such behavior by continuing to interpret unconscious meanings to their 
former patients. Ganzarain pointed out that this approach may reflect the ana- 
lyst’s wish to have continued influence and authority over the patient. 
Increased freedom of thought should be one goal of analysis, whether a per- 
sonal treatment or a training analysis. Analysts who insist that their analysands 
must think about analysis or other matters as the analyst does rob patients of the 
opportunity to enhance their own autonomy and the freedom to think their 
own thoughts. The identification process intrinsic to every training analysis can 
be seriously misguided by the training analyst who places his or her own nar- 
cissistic needs above the needs of the patient. Greenacre (1966) observed that 
this dynamic may take the form of subtle indulgences by the training analyst 
that gratify instead of frustrate the patient's transference wishes. When the an- 
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alyst happens to be prominent, the analysand often assumes that such indul- 
gences must be appropriate, however unorthodox they are, as described by Dr. 
K in her account in Chapter 5. Greenacre (1966) noted: “The force of this un- 
desirable authority is apt to be greatest where the analyst is well known for his 
ability, and yet provides these indulgences. The influence of these combined fac- 
tors is almost unshakable” (p. 562). 

The loyalty bind deriving from the training analyst's indulgences not only 
breeds discipleship in the posttermination period, it also establishes an inter- 
generational cycle that is difficult to break. Young analysts repeat the behavior 
of their training analysts, even when they do not fully understand it or approve 
of it. Greenacre (1966) argued that there is inadequate attention devoted to the 
subtle narcissistic pressures in the analysis of candidates as well as to the recip- 
rocal self-analysis of the training analyst. Sadly, nearly 50 years later, the same 
problems persist and suffer from the same lack of attention. 

Postanalytic contact between analysand and training analyst is, of course, 
inevitable. Some of those contacts may facilitate the candidate's continued psy- 
chological growth. Others may be more problematic and compromise the can- 
didate’s autonomy. Clearly, both the candidate and the training analyst may play 
a role in determining the frequency and the nature of these posttermination 
contacts. The optimal boundaries in the posttermination period are controver- 
sial and cannot be established by fiat. Only systematic discussions within the 
profession based on the collection of data from various sources will help to 
achieve some form of consensus. 

In the meantime, the crucial importance of the analyst's role in analyzing the 
patient’s fantasies about the postanalytic relationship cannot be overstated. 
Many patients actively resist looking at such fantasies because they fear that 
analysis of them will make their fulfillment an impossibility. To facilitate this 
optimal disillusionment, analysts must first come to terms with their own wish 
to hold on to their patients and to fend off the loss inherent in the psychoana- 
lytic enterprise. 

There are clearly no absolute solutions to the dilemmas of posttermination 
contact. However, certain useful guidelines emerge from the foregoing discus- 
sion. First, sexual contact with a current or former patient is never acceptable or 
ethical. Second, it is probably a good rule of thumb to let the patient initiate con- 
tact rather than the analyst. When unexpected social contacts arise with the for- 
mer patient, a useful axiom is “When in doubt, be human.” This advice generally 
serves one well, but it requires qualification when dealing with a former patient. 
Individuals interviewed by Kantrowitz reflected that analysts can err on either 
end of the continuum (Kantrowitz 2015). Those analysts who were too chummy 
and intimate made some of their former patients uncomfortable. In other 
words, being “too human” might create difficulties. On the other hand, those 
analysts who were more formal and “analytic” in their demeanor caused some 
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former analysands to feel distanced and demeaned. One must always keep in 
mind the possibility of the patient’s return, but an analytic posture may be too 
austere for a nonanalytic setting. The bottom line is reflected in the conclusions 
that Kantrowitz reached: reactions are idiosyncratic and vary according to dif- 
ferent dyads. The Freudian notion that “tact” is essential applies to posttermi- 
nation contacts as well. 


CHAPTER 7 


Boundaries in Cyberspace 


AS 1 noted in the preface, when the first edition of this volume came out, the 
impact of cyberspace on psychoanalysis was rarely discussed. Even now, 20 years 
later, psychoanalysis has been slow to integrate the developments involving the 
Internet era into an expanded perspective that includes a major alteration of the 
frame. Turkle (2011) has written about the transformation of the sense of self 
in an era in which multiple identities and fluidity of self are greatly enhanced by 
the possibilities of Internet communication. Litowitz (2012) noted that conven- 
tional training in psychoanalysis may be insufficient to address the profound 
changes the Internet age is having on how we conceptualize what it means to be 
human and what humans need to survive. Psychoanalysts routinely receive e- 
mails and texts from patients now, and there is considerable concern about how 
this form of communication may alter phenomena such as transference, coun- 
tertransference, confidentiality, and the nature of the psychoanalytic frame. 
Hartman (2012) noted that most analysts have begun to view online commu- 
nication with patients as inevitable, but many discussions of this subject portray 
the arrival of an e-mail from the patient as an unwanted intrusion. In this chap- 
ter I will confine my discussion to the implications of the Internet realm for an- 
alytic boundaries and the analytic frame, knowing that this corner of cyberspace 
is a relatively small portion of the total picture of how cyberspace has expanded 
our cultural and psychological awareness. I have deliberately avoided dealing 
with the subjects of telephone and Skype analysis in this chapter because they 
involve modes of conducting analysis rather than how electronic communica- 
tion intrudes into treatments that are conventionally conducted in person. 
Moreover, there is a growing literature on the subject of Skype and online psy- 
choanalysis (Scharff 2015). 
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Expansion of the Psychoanalytic Frame 


In the last 20 years of practice, the radical changes brought about by cybercom- 
munication have raised a major question in the minds of analysts: does the frame 
include e-mail communications, smartphone texting, and social media? Each 
analyst has been attempting to come to terms with this dilemma in his or her own 
way. I was confronted with the need to improvise when I walked into my office 
nearly 20 years ago and found an e-mail from Rachel, an academic at a nearby 
university who had come to analysis when she was in her mid-30s. She developed 
an erotic transference over the first year and was curious to know if I loved her. 
She found it very difficult to elaborate on her fantasies and came to one session 
and announced, “I think the only reason you wont go to bed with me is that you 
dont like me and don’t want me sexually. I can't talk about what I want from you, 
so I brought a song lyric to read to you.” She then read the following lyrics: 


The sparrows chirp and the chipmunks chatter. 
And we go on as mad as a hatter. 

And nothing at all gets said. 

Talk to me in bed. 

Where it matters. 


She went on to compare her love for me to a nur’s love for Christ and ex- 
pressed exasperation that nothing was going to develop from this. The day after 
she read the song lyrics to me, I sat down in my office and read my e-mail before 
starting the work day, as I always did. I was surprised to find the following mes- 
sage from her: 


You have undoubtedly noticed that I clam up at times and you probably attribute 
it to embarrassment. Actually, while I am only mildly reluctant to share personal 
feelings with you, I am utterly unable to talk about them. I seem to havea real ta- 
boo on speech. It helps if you put words in my mouth. Once the topic is on the ta- 
ble, I can usually elaborate to some degree. 


When Rachel arrived for her session that day, she asked if I had seen the e- 
mail message, and I replied that indeed I had. She asked if I could help her by 
putting words to some of her sexual fantasies about me. I told her that I thought 
I could be of more help if she could elaborate on the difficulties she experienced 
in trying to talk about her fantasies. She said she was terrifically “turned on” in 
our last session and felt that a sadomasochistic interaction was occurring be- 
cause of my frustration of her erotic wishes: “You're encouraging me to be frus- 
trated, and it seems odd to talk about it but not to act on the feelings.” 

Rachel was a highly intelligent and classically educated woman. She had 
read widely about psychoanalysis. She commented that she fully understood the 
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principle of transference and went on to add, “I dort really think it has to be in- 
cestuous if you and I become sexually involved. You are not my father. If we had 
sex, you would be you—not a figure contaminated by transference. I just can't 
talk about sex; I do not have the vocabulary for it. ’'ve never been able to use the 
words for sex organs or intercourse, even with C [her current lover with whom 
she lived] or with previous lovers? 

I noted that it did seem that Rachel had a much stronger taboo about saying 
things than about writing them in e-mail communications. I wondered if she 
had any thoughts about this speech taboo. 

Rachel then said that her mother used to refer to certain things as “unspeak- 
able,” and she specifically did not want to hear about what Rachel had done. One 
of her favorite comments was, “Ask me no questions, and I will tell you no lies.” 
Rachel went on, “Sometimes in the evening, my mother would sit down at the 
piano and play this song that had the following lyric: “We don’t talk about that? 
In our house, we didn’t talk about lots of things.” Rachel paused, and after a min- 
ute or two, I asked, “What things didn’t you talk about?” 

Rachel hesitated before saying, “There is something I haven't really told you 
about. When I was 3 or 4, I slept in my brother’s bed, off and on for about 2 years. 
He would have been about 7 or 8 when this started. He was really my first love. 
He would seduce me wordlessly, and I would silently go along with him. But I 
did enjoy it. At some level I knew it was wrong, but it seemed natural at another 
level. It provided me with something that I desperately need from you now. My 
mother was emotionally sadistic with me; I was repeatedly buoyed up and 
dashed down by her fickleness, over which I had no control. To some extent, I 
repeat this now with you. Without you're doing anything but analyzing, I go 
through cycles of feeling loved and then rejected? 

I pointed out to Rachel that she was able to talk about very intense feelings, 
and even about the incestuous behavior with her brother, and I wondered why 
she had felt the need to send an e-mail to me rather than telling me her feelings 
in person. She responded, “I told you before—I cannot talk about sex. I had 
planned to overcome my reluctance in using explicitly sexual language in my e- 
mail message, but I couldn't make myself do it. The words didn’t sound like me? 

Rachel equated her inhibition about sexual talk with secret keeping, noting that 
the sexual relationship with her brother was something that was kept secret from her 
mother. At times, she felt it was the only thing that her mother did not know about 
her. In a subsequent e-mail to me, Rachel noted that the incestuous relationship 


gave me an identity separate from her—an act of rebellion that defined who I 
am. It’s a new experience to not act on the feelings I have toward you. I would 
rather have you on the analytic couch, making love to me. I can show you how I 
feel, but it’s much harder to tell you. I really long to submit to you. I love to call 
you “Dr. Gabbard” because it elevates you above me, which is a turn on. 
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At the next session after this message was sent, Rachel asked me if I had liked its 
content. She then added provocatively, “Remember, I am ready to submit any time.” 
I replied, “But submitting to me carries with it the same concern that you had with 
your mother—namely, that you will lose your separate identity and disappear.’ 

Rachel answered, “I don’t have a sense of who I am; I don’t have a sense of 
self. With my mother I always felt I had already lost myself. I couldn't possibly 
feel separate from her. I think of analysis differently, almost as an opportunity to 
get rid of myself and merge with you since I’m tired of being me. Sex with you 
would accomplish that. It would be secret; no one would know but us.” 

I said, “Much like your relationship with your brother? 

In the ensuing months following this exchange, I regularly received e-mail 
messages from Rachel in between her sessions. Much of the content involved 
her passionate sexual desire toward me and her inability to talk about this di- 
rectly in the sessions. Here is an example: 


You may be wondering if I’m still going around love struck and wet all the time. 
Sure I’m wanting you terrifically, and I spent most of today thinking about you 
and masturbating. I had the house to myself as C was on a business trip so I was 
able to walk around nude. It was very stimulating and I wished you were there. I 
had planned in this message to try to overcome my reluctance in using sexually 
explicit language, but it didn’t sound like me. I want you to talk dirty to me. I 
know you are going away at the end of next week, and I would like to make love 
with you before you go. It drives me crazy that it’s just talk. 


As implied by this last message, the intensity of the erotic feelings seemed to 
increase prior to my absences and especially during my absences. Here is one of 
the messages that Rachel sent while I was out of the country at a meeting: 


You've only been away for one and a half days, and I already miss you terribly. It 
feels like Pm in love. When I’m driving to your office, I start thinking about you 
and expecting sex. My body has certain sensations. There is a tingling sensation 
on the skin of my breasts, stomach, and thighs and an empty feeling inside my 
lower abdomen and mouth. It seems to be specific to you; I haven't noticed it 
happening in regard to anyone else. 


One of the obvious functions of these e-mail communications was to main- 
tain a connection and fantasy with me during my absences, as well as between 
sessions. When Rachel sent me a message, it created for her a new sense of being 
present in my mind. She observed that “e-mail is a direct line to you—always— 
wherever you are. I dort have to risk interrupting you at home with your wife 
and kids, as I would on the phone. I always felt overheard by my mom as a kid 
when I spoke to friends over the phone, but e-mail seems more private.” 

From my perspective, these messages presented a dilemma. I felt that the 
analysis of this extra-analytic communication was essential, and the patient's 
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thoughts and fantasies could not remain outside the analytic process. On the 
other hand, Rachel felt incapable of putting these thoughts into words in our 
sessions. I did not want to start an adjunctive e-mail analysis by dealing with this 
material via Internet correspondence; hence, I told Rachel that the material she 
sent me in e-mails should be brought into the analysis so that we could discuss 
it. A compromise was worked out: she would print her messages and bring them 
to me as hard copies. I would read what she wrote, and together we would ana- 
lyze the material. 

This approach led to highly productive explorations of the various mean- 
ings of words versus actions, writing versus speaking, and the use of the e-mail 
medium itself. For example, writing had the connotation to Rachel of being 
more permanent and less likely to be ignored. She observed, “One thing I like 
about e-mail is that you get every word I say, unlike verbal communication, 
where you dont really take in everything I speak. That’s especially important in 
a love letter.” 

Rachel was able to express her concern that if she voiced her sexual feelings 
in my presence, I might violate sexual boundaries with her, and then she would 
be responsible for ruining my career. I pointed out to her that responsibility for 
maintaining boundaries resides with the analyst rather than with the patient. 
She responded that in childhood, she had always been responsible for her 
mother’s emotions because her mother was unstable. She could endure pain bet- 
ter than her mother could because she was the stronger of the two. 

Rachel also stressed that e-mail communication relieved her of responsibil- 
ity in another sense. In one session she reflected on the difference between typ- 
ing an e-mail to me and verbalizing her passion in the session, saying of the 
former: “It’s out there, and it’s already in the past. Therefore, I don't have to be re- 
sponsible for it? 

We also came to understand how e-mail functioned as a self-preservative 
barrier to intimacy. Rachel was able to draw an analogy between her reluctance 
to lose herself to me in sexual talk and her fear of surrendering to orgasm. She 
commented that she preserved a sense of self by using e-mail and avoiding 
frankly erotic dialogue with me. She rarely had orgasms, and she had frequently 
said that she wished to avoid orgasm because it carried with it a threat of losing 
the self. In one session, she commented, “I hated the loss of control when I first 
had an orgasm. In masturbation, there is much less of a threat of losing a sense 
of who I am. I know it’s hard for men to understand why a woman would not 
want to have an orgasm. But it’s hard for me to expose myself to that extent; I 
value my privacy. One of the reasons I have such a hard time free associating in 
analysis is that it feels like Td be giving up all my privacy.” Hence, from the pa- 
tient’s perspective, e-mail preserved a sense of privacy and bypassed the free as- 
sociation process, which she felt would be a catastrophic capitulation in which 
she would lose all control and even a solid sense of who she was. 
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It was apparent to both Rachel and me that even though her sexual wishes 
were not consummated in the analysis, to some extent, she was able to introduce 
action through the Internet. Typing e-mails to me was unequivocally an act. To 
her, my reading the e-mails was also an enactment of a sexualized relationship. 
In her fantasies, Rachel loved to think of me as a dominant figure who would 
force her to submit. In my insistence that the e-mail letters should not remain 
outside of the process, we were enacting a dominance-submission paradigm 
that at some level was highly gratifying to her. In one session, she commented, 
“Tm sure you don't use the caveman approach I like when making love, but at 
least when you make me go through these messages, I can feel like you are a 
caveman forcing this stuff on me.” 

Although Rachel's observation was certainly valid, I believe that my decision 
was the enactment of choice in a smorgasbord of problematic options. If I did not 
insist on bringing the messages into the analytic discourse, I would be enacting a 
secretive, exclusive relationship with Rachel that re-created the incestuous bond 
with her brother. I also came to recognize that she had an intense feeling of shame 
associated with her attempts to talk about love and sexual desire in person with 
me. In one of her e-mails, she recollected her experience with her mother: “My 
tender feelings were always ridiculed by her as sentimental and foolish, so now I 
feel bad about my feelings that I am ‘in love’ with you. I also feel foolish and subject 
to ridicule from you. That is worse to me than a scarlet letter type of ostracism” 
Hence, communicating her feelings through the Internet moderated Rachel's 
shame and protected her from what she felt was inevitable humiliation by me. 

E-mail communication of sexually charged fantasies created a form of coun- 
tertransference that had to be processed as a new element of the expanded frame 
of the analytic setting. When I received a sexually explicit e-mail from Rachel, I felt 
elicit in some way. Part of me felt that I needed to close my door while I read her 
messages. What would a colleague who dropped in unexpectedly think if he or she 
saw what I was reading? At times, I felt I was reading pornographic communica- 
tions, and I would be aware of a sense of embarrassment. I recalled news stories of 
corporate employees who had been fired for accessing pornographic sites during 
work hours. I would feel a pressing need to delete Rachel's e-mails from my com- 
puter system as soon as possible in order to avoid discovery, partly in the name of 
preserving the patient's confidentiality but partly to deal with my own sense of 
shame at deriving a special form of secret excitement from reading the e-mails. 

I recognized a part of me that wanted to collude with Rachel in a subtle sub- 
version of the analytic task staged in cyberspace, where no one would ever know. 
The analytic enterprise demands a discipline and restraint that is highly frustrating. 
Each of us has a host of competing agendas when we sit behind the couch, and I 
found myself struggling with my own conflicting needs in the analysis with Rachel. 

Over time, I noticed—to my surprise—that reading the letters out loud with 
the patient tended to dissipate my sexual excitement. Love letters are meant to 
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be read in private, and the act of bringing them into the light of day and sharing 
them openly somehow diffuses the erotic element. Perhaps the most important 
development in analysis was when Rachel finally began to put her sexual long- 
ings into words in our sessions. Her secret e-mail messages—which were to 
some degree an unmentalized enactment akin to incest with her brother—were 
transformed into a relationship that could be reflected on. In using these spoken 
words, she felt exposed and vulnerable. She gradually came to see, however, that 
I was not invested in shaming her, and she became more collaborative. The e- 
mail communications became less frequent over time and ultimately subsided, 
as though they had performed an important function in one phase of the anal- 
ysis but were no longer necessary. 

Early in my career as an analytic candidate, one of my supervisors told me 
the story of a woman he had treated who brought a shoebox full of letters to the 
first session. She had wanted him to read the letters with her, and he had de- 
clined, suggesting that she instead tell him about the content. The patient left 
and never returned. Some years later, he learned that she had committed sui- 
cide. He said that he had always wondered if going over the letters with her 
might have made a difference. 

In the case of Rachel, there was an insistence on her part that my willingness 
to read her e-mails and incorporate them into the process made a huge differ- 
ence to her. Some time after she stopped sending them to me she reflected back 
on what had transpired: 


I would have felt shamed or slapped on the wrist if you had rejected my e-mails. 
I was expressing an aspect of me that I couldn't articulate verbally. If you had 
slammed the door shut on that hidden part of me, you would have been just like 
my mother. The message would have been that you were more interested in hav- 
ing me meet your requirements than getting to know who I was. I would have felt 
like I had failed as a patient. 


Rachel's sexual writing can be viewed as a developmental step that needed to 
be taken prior to expressing her passion in speech. Her sexualized e-mail mes- 
sages were repeating in action something that could not be verbalized. Her in- 
cestuous involvement with her brother was a wordless, secret, and forbidden 
relationship that also served the function of maintaining a sense of defiance of 
and separateness from her mother. To a large extent, a sense of aliveness ema- 
nated from this relationship, which Rachel used to fight off psychological dead- 
ness as well as engulfment by her mother’s scrutiny and control. When I was 
absent, she felt the need to sexualize as a way to fend off feelings of deadness, 
disconnection, and loss (Gabbard 1996). 

In addition, as Bollas (1997) argued, the “talking cure” involves bringing la- 
tent contents into the discord between two people by bringing them into the 
realm of speech and words. He stressed that in the analytic setting, the use of 
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words to talk about erotic longings has a potentially transformative power. Ra- 
chel put forth a formidable resistance to this process. The medium of cyber- 
space was less effectively charged, which enabled a transitional space in which 
to talk about sexuality without doing so in my presence. Putti (1998) shared my 
view that the analyst must bring written messages into the analysis for discus- 
sion. She noted that the motives for writing can include fear of the analyst’s re- 
action and fear of the patient’s own emotionality, but she also stressed that trust 
in the analyst may be increased when the analyst and patient read the commu- 
nications through together. 


Unique Aspects of E-mail Communication 


Although e-mail writing has much in common with other forms of writing and 
analysis, it also has some unique properties. J. Lear (personal communication, 
2000) pointed out that the physical use of the fingers is closely related to the dis- 
charge of impulses. He noted that many people regret having hit the “send” button 
on their computers too soon, wishing that they had delayed the impulse with 
greater thought and anticipation of consequences. The Internet actually disinhibits 
one’s defense mechanisms and allows for greater disclosure than in ordinary dis- 
course. E-mail communication may also allow one to overcome shame and other 
inhibiting factors that prevent direct expression of embarrassing feelings in person. 

The use of passwords and online identities may allow the illusion of a secret, 
forbidden relationship with an e-mail pen pal. Rachel told me in one of her e- 
mails not to hit the “reply” button if I responded because her lover might see 
what she had written. She very much conveyed the sense of hiding an affair. Of 
course, such privacy is only illusory because the confidentiality of e-mails is 
roughly equivalent to the confidentiality of a postcard; after an e-mail is sent, it 
does not disappear but is traceable and identifiable. Even deleted messages can 
be retrieved. These considerations raise profound concerns about the trend to- 
ward conducting psychotherapy over the Internet. Because of my concerns I 
generally limited my replies to Rachel to an acknowledgment that I had received 
the message and would discuss it with her in our next session. 

I often thought of the virtual space in which Rachel communicated as hav- 
ing a lot in common with transitional space in the sense that it was not truly an 
internal realm but lay somewhere between external reality and the internal 
world. After all, when we sit at a computer, we are both real and not real. Using 
e-mail, Rachel was able to try on a new version of herself that included the abil- 
ity to directly express passionate sexual desire, an ability that she ultimately in- 
tegrated and made a part of herself. 

A similar paradox exists with regard to the nature of the object to whom one 
is writing. The person sending an e-mail message is alone but not alone. The ap- 
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parent privacy allows for freer expression, but the awareness of the other person 
receiving the e-mail allows for passionate attachment and highly emotional ex- 
pressiveness. The Internet has led to new definitions of intimacy as well as privacy. 
As I struggled with matters of confidentiality, sexual excitement, and the 
feeling that I was colluding in some form of secret cybersex, I was aware of my 
own anxieties about expanding and redefining the boundaries of analysis. Was I 
transgressing a boundary by incorporating e-mail communication into analy- 
sis, or was I breaking new ground on the analytic frontier in a constructive and 
creative way? Various forms of this question have been haunting analysts every- 
where as they decide to what extent they can expand the analytic frame without 
transgressing sacred boundaries that are inherent in the analytic enterprise. 


Erosion of Analytic Anonymity 


The traditional analytic anonymity that has been a major feature of the asym- 
metrical nature of the analytic process has been in free fall for some time now 
with the rise of intersubjectivity and the trend toward self-disclosure by the an- 
alyst. Moreover, the idea that psychoanalysis is a two-person process grows out 
of the notion that we disclose a great deal about ourselves when we are choosing 
to comment on only selected associations of the analysand while not comment- 
ing at all on other material. Analysts have pictures on their walls and other fea- 
tures in their office that say a lot about who they are as well. However, nothing 
has eroded the traditional analytic anonymity more than the rise of the Internet. 
We are all subject to seeing articles in the news media and in some scientific 
journals that announce the disappearance of privacy. It is the rule rather than 
the exception for patients to Google analysts before deciding to see one. They 
come to their first session with lots of information about us—some accurate, 
some inaccurate. How can we defend ourselves against these intrusions? The 
answer, unfortunately, is that we cannot. Although we feel violated, we have to 
recognize that what is on the Web is public information. If we were to forbid our 
patients from Googling us, it would be like telling a child not to open a partic- 
ular door in his or her house. The child’s curiosity would be overwhelming. 
Even an obedient patient would be dying to know what the analyst was hiding 
if Googling the analyst were forbidden. 

Several years ago I received an e-mail from an anonymous source that de- 
scribed the following situation: 


After 18 months of analysis, I am still terrified to talk to my analyst. I am des- 
perate to see him in between appointments. I am technology savvy and I told 
him I was able to gain entrance into the “members only” section of the American 
Psychological Association Web site. I also told him I had seen his family photos 
on Facebook. He has teenage boys, and I’m very attracted to one of them in some 
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strange way. His wife seems sweet and beautiful. Pm not jealous of her in terms of 
wanting a relationship with my therapist, but she is also a psychologist and she is 
successful, has a great family and a good life. I'm 35, twice divorced, still working 
on my dissertation, and I have nothing to show for myself. I have had the photos 
for a few months, and he knows at least that I saw them. But tonight I sent him an 
e-mail with the ones I have and a brief summary of what I think about them. 
Now I think he will hate me, try to push me away, to protect his family from me. 


After reading this account from a complete stranger, I was startled by how 
easy it was for her to see into her analyst's life and invade his privacy. I could feel 
a vicarious sense of violation and I chose not to respond to this e-mail to avoid 
becoming a de facto consultant to a messy situation. As the e-mail suggests, it is 
not difficult for a patient to access photos of family members, information about 
the analysts mortgage, photographs of the analyst’s house from Google Earth, 
and private material about the analyst’s background and hobbies. 

In addition, “rate your doctor” Web sites are now common in most states 
such that patients and former patients can post anonymous comments about 
their experiences with doctors and therapists. Not long ago an analyst consulted 
me about what she could do in response to a particularly scathing review that 
she received at such a Web site from a former patient. My colleague, who I knew 
was a superb clinician, explained that she had refused to collude with her pa- 
tient’s tendency to externalize all responsibility for his marital difficulties onto 
his wife. She had confronted him with his refusal to take responsibility for his 
role in creating and perpetuating the conflicts between them. He felt attacked 
and took out his wrath on his therapist by posting a negative review in which he 
claimed that she was “insensitive, hostile, and totally lacking in empathy? My 
colleague worried that her reputation would be damaged and was at a loss as to 
what she could do. She certainly could not post a rebuttal because she would be 
breaching confidentiality. The patient had quit treatment, and some time had 
elapsed before she saw the information on the Web site, and she did not want to 
call him and reestablish a treatment relationship with him. I helped her see that 
there was really nothing she could do about it except assume that most readers 
of such Web sites might have some notion that not everything reported about a 
therapist or analyst was completely accurate. What is posted is clearly a personal 
opinion based on a set of interactions with the clinician. 

There is permanence to much of the information that resides on the Inter- 
net. Deliberations about whether to offer a prospective applicant a position in 
an academic setting may be influenced by a Google search of the applicant’s 
background (Gabbard 2012). Moreover, some of the information may be inac- 
curate or grossly distorted by negative transferences of patients. Other problems 
can arise from the fact that many people have the same name, and confusion 
may arise about whether the person found in a Google search is actually the per- 
son applying for the position. A small industry is currently emerging in which 
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companies offer to identify negative information and do what they can to pre- 
vent it from appearing in Google searches. However, false information can be 
indelible, and sometimes the analyst or therapist has only one course of action: 
to explore the reactions of the patient to what he or she finds on the Internet. 


Googling of Patients 


Is turnabout fair play? Now that patients are routinely Googling their analysts be- 
fore they begin treatment or during treatment, what are the implications for ana- 
lysts who wish to Google their patients? There are diverse opinions on this subject, 
but the controversy touches on boundary issues in a major way. Patients are free 
to choose what they bring to treatment and what they choose to leave out. In this 
regard patients have the capacity to focus on the issues of greatest concern to them 
and on symptoms that confuse or perplex them and therefore require the under- 
standing of an analyst or therapist. Googling a patient may impinge on a bound- 
ary that the patient has established. Analysts who Google their patients may find 
themselves in a dilemma: what if they discover something the patient has chosen 
to keep out of the treatment? Should they bring it up in a forthright way and create 
a sense in the patient of having been violated? Probably not, although some tradi- 
tional analysts would argue that the expectation in psychoanalysis is that the pa- 
tient says whatever comes to mind, and the patient is withholding. Many analysts 
would say that the dictum is far too coercive and “superego-like” in today’s zeit- 
geist of practice. A more contemporary view of the “basic rule” is that the patient 
may say whatever comes to mind, or the patient is encouraged to say what comes 
to mind as part of the free associative element of analytic process. 

If the analyst does decide to Google the patient, what does the analyst do 
with information that has not emerged in the analysis? The option of bringing it 
directly into the treatment setting has the unfortunate consequence of making 
the patient feel violated, as noted above. However, if analysts know something 
about their patients through an Internet search, they may find that their knowl- 
edge influences how they make interventions in the treatment. They may ask 
questions that sound a bit oblique to the patient but are actually ways of “leading 
the witness” to reveal things that are currently concealed. Analysts may ratio- 
nalize this approach as a way of unearthing conflicts that are too embarrassing 
to discuss and facilitating a process in the patient of reintegrating disavowed as- 
pects of the self. However, knowing these secrets about the patient may have a 
corrosive effect on the therapeutic alliance, and leading questions may place the 
patient in the role of feeling “stalked” or pressured by the analyst to talk about 
matters that the patient prefers to keep private. 

A further concern in situations in which an analyst is Googling a patient is this: 
what countertransference is driving the analyst to use time away from the patient 
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by sitting at his or her computer and running a search on the patient? All analysts 
have some degree of curiosity that led them to choose their profession, but this de- 
gree of intrusion into the patient's life suggests that something may be amiss. The 
analyst is not, after all, a private eye or detective. The wish to Google a patient might 
better be directed into self-inquiry on the part of the analyst rather than enactment, 
even if the patient would never learn about the analyst's surreptitious searching. 


E-mail and Texting 


As one contemplates the expansion of the frame to include the realm of cyberspace, 
one has to be aware that communication by e-mail and text message (texting) has 
become the expectation of most patients who come for help. They are accustomed 
to texting professionals to confirm or change appointments. They also are likely 
to send questions or concerns by e-mail or text message, and they may even be of- 
fended when an analyst or therapist does not respond to a text message or e-mail 
because of their expectation that these forms of communication are universally 
accepted. Because of the huge increase in e-mailing of physicians in the United 
States, federal Health Insurance Portability and Accountability Act (HIPAA) laws 
now govern the use of e-mail exchanges by doctors and patients and strongly en- 
courage encryption or portals to protect privacy. 

Earlier in the chapter, I discussed my own improvisational response to e- 
mails from a patient. I felt I was making up my approach as I struggled from day 
to day with how to expand the frame to include e-mail without straining the 
frame to the breaking point. To a large extent, e-mail is the antithesis of analytic 
communication. It is characterized by brevity, incompleteness, informality, and 
haste (Kohn and Roth 2012). The speed and brevity of e-mails may produce un- 
anticipated consequences because the recipient may experience the sender as 
curt, rude, or hurt. Unfortunately, e-mails are also characterized by lack of pri- 
vacy. E-mails can be read by someone who comes across your computer screen 
when you are away from your desk; they can be read over one’s shoulder; and 
they can be accidentally or intentionally forwarded to persons who should not 
see the confidential communication that is being sent. They can also be mistak- 
enly sent to the wrong person because of the autocomplete function that inter- 
rupts your typing in the middle of your effort to address an e-mail and completes 
it according to patterns of communication in the recent past. 

Text messages are even briefer and faster than e-mail. Kohn and Roth (2012) 
refer to them as “email on steroids” (p. 431). They are not archived in the way 
that e-mails are, but they can be accessed if there are legal proceedings. The pace 
and tone are certainly the opposite of analytic discourse, and they are primarily 
suited for quick exchanges about appointment times or reminders. They bear al- 
most no resemblance to the reflective exchanges in an analytic process. 
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A common theme in the literature on texting and e-mailing is that they turn 
us away from interior landscapes of the psyche and demand attention to the ex- 
ternal signals that surround us. Electronic devices leave us little time to reflect 
or contemplate or to develop an authentic sense of self as we hope our analy- 
sands will do. As Turkle (2011) notes, in the era of online existence, young adults 
and adolescents can summon anyone they need in an instant, a narcissistic form 
of object relatedness that thrives on instant gratification without their having to 
struggle with delay, unmet desire, and the recognition that we cannot always 
have what we want when we want it. The terms “present” and “absent” have new 
meanings. 

A 19-year-old college student told me that his girlfriend broke up with him 
via text, telling him that the only person he cared about was himself. In a therapy 
session with me, he informed me that he had texted his college friends after re- 
ceiving this text message from his girlfriend and told them what she had said. 
He boasted to me that within a few minutes, 12 friends—both male and fe- 
male—said that his girlfriend was dead wrong about him. They thought he was 
a generous and nonselfish person. The long-standing wisdom of psychoanalysis 
has been that the frustrations of our needs and desires build ego strength over 
time. We learn to reflect on the nature and origins of our desires when they can- 
not be gratified. When validating selfobjects are available in seconds with the 
movement of one’s thumbs, this process is compromised. Loss and emptiness 
are swept away by permanently available and immediately present satisfaction. 

The ubiquitous hand-held device is now being carried into analytic sessions, 
where patients may refer to it during the session to “show” the analyst what 
someone else has said to them. They also may use it to change appointments 
with the analyst. Many will also keep it next to them throughout the session in 
case a text comes through. Some of my younger patients clutch their iPhones for 
dear life, much like a 2-year-old hangs onto a blanket or a pacifier. The hand- 
held device certainly has the quality of a transitional object that has both real 
and illusory dimensions. But it is also reminiscent of what Tustin (1980) and 
Ogden (1989) refer to as an autistic object. In Ogden’s words, an autistic object is 
“the experience of a hard, angular sensory surface that is created when an object 
is pressed hard against the infant's skin” (Ogden 1989, p. 56). He notes that the 
surface is a hard crust or armor that “protects against unspeakable dangers that 
only later will be given names” (p. 56). In those young patients who never let go 
of the device during the sessions, one can speculate that the twin dangers of be- 
ing known by the analyst and known by oneself are sufficiently threatening that 
a talisman of some sort is deemed essential. There is a fragile security inherent 
in this particular form of autistic object. Can we expand the frame to encompass 
the carrying of the smartphone into the session? 

A clinical illustration will illustrate how the smartphone functions both as a 
transitional and an autistic object. Lucy, a 28-year-old investment banker, came 
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to analysis because she was highly successful at work but was deeply troubled by 
her romantic relationships. She routinely texted me on her way to my office if she 
was running late. In one particular session, I received a text saying, “Bad traffic! 
Will be late! Maybe 15 minutes.” About 5 minutes later I received another text: 
“Parking now.” Then about 3 minutes later I received one saying, “In waiting 
room now.’ During the sessions with me, Lucy reclined on my couch with two 
smartphones at her side. When she received a text, she briefly checked it, some- 
times apologizing for interrupting her associations, and then returned to the an- 
alytic process. She frequently read me text messages from her boyfriend. During 
one session she said, “I’m really liking Brian. He is always sending me sweet little 
texts. I just got one. I will read it to you: “Thinking about last night and can’t con- 
centrate at work.” She went on to say, “Isn't that lovely? He’s thinking about me 
right now.” I thought to myself that everyone is now present all the time. I once 
asked her why she held a phone throughout the session rather than putting both 
phones in her bag when she came in. She replied that it was no problem for her to 
do two things at once. She assured me that I had her full attention and it did not 
distract her from our work. She then went on, “Besides, it gives me some kind of 
security. I like the feel of it in my hand—it’s smooth, hard, and fits my hand per- 
fectly?” She then laughed and said, “Uh oh, that sounds kind of sexual, like a pe- 
nis, but I don’t mean it that way. It keeps me grounded in some way. I read that 
the vibration of it produces some kind of dopamine burst in your brain. So I 
think it actually keeps you alert and mentally sharp. I also stay connected.” 

As this session illustrates, the presence of a hand-held device raises questions 
regarding analytic boundaries. Do we ask the patient to put away the device or 
turn it off during the session? There is no correct answer for this dilemma, but 
my own view has always been that each patient must do analysis the way he or she 
must do it (Gabbard 2000b). There is no single “correct” way to conduct analysis. 
Moreover, if one begins to set limits on the use of texting, the patient might well 
feel controlled and shamed, as though he or she is doing analysis incorrectly. Psy- 
choanalysis is not coercive—we allow our patients to show us who they are with- 
out controlling what they say or do. Whatever they choose to do in the session, 
we attempt to analyze rather than moralize. One of the positive developments in 
many of my treatments is that a visual element that was absent from analysis be- 
fore is now very much alive. I see many photos of children, lovers, spouses, par- 
ents, and others that add a great deal of information to the analytic data coming 
from the verbal and nonverbal communications from the patient. 

Moreover, Lucy was telling me many things in her justification for hanging 
onto her phone. It protected against separation anxiety as a transitional object 
does, providing closeness with me even when she is 15 minutes away or in the 
parking garage. Her cell phone also provided some form of autistic grounding or 
centering to protect her against unspecified dangers. It also was used asa selfobject 
to receive validation from others when she was narcissistically wounded. Finally, 
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she implied that there may have been a fetishistic or sexual dimension to the ob- 
ject as well. Multiple forms of object relatedness coexisted in the “acting in” of 
her smartphone use. My strategy for dealing with the smartphone as part of the 
frame is controversial. Other analysts will disagree and insist that their patients 
turn off their smartphones. We are all finding our way in this brave new world. 
However, cyberspace clearly facilitates various forms of transitional objects, sa- 
domasochistic objects, validating selfobjects, objects that submit to omnipotent 
control, and autistic objects. We analysts often act as if we know more than we 
really do. Do we truly grasp the significance of this complex new realm of hu- 
man discourse? Do the designations familiar to psychoanalysts accurately de- 
scribe what is unfolding before our eyes? Or are we witnessing new, and as yet 
undefined, forms of relatedness? 

In my efforts to analyze Lucy’s use of smartphones in the analytic hour, I be- 
gan encouraging her to reflect. I made an observation to her after a few weeks of 
treatment: “Sometimes I have the impression that it is difficult for you to be fully 
present here, as though you have one foot in my consulting room and one foot in 
the virtual world of cybercommunication.” She was puzzled by my comment. 
Her reply was, “What do you mean?” I pointed out that her full engagement in 
the analysis was perhaps compromised by her attention to the messages bom- 
barding her through her cell phone. She laughed and said, “Oh no, these are no 
problem at all. I can do both the analysis and check my text messages at the same 
time. It doesn’t take me out of the room.” I recognized that from my perspective 
I was trying to call attention to something that was unusual in the context of 
psychoanalytic work. From her perspective, on the other hand, she felt it was 
somewhat jarring for me to call attention to a routine part of her daily existence 
typical of virtually everyone she knew in her age group. Her response was to at- 
tempt to help me understand that I was simply old-fashioned. She finally said to 
me, “Oh come on, Dr. Gabbard, this is 2010. Everyone is texting these days. 
Phone calls are obsolete. Sometimes you sound like a dinosaur.’ In other words, 
what she was doing was utterly normal and required no analytic reflection. 

As I drove home that evening, I was doing some self-analysis in my car. Her 
designation of me as a dinosaur took me by surprise. I associated to Loewald’s 
classic paper on the waning of the Oedipus complex (Loewald 1980a). He sug- 
gested that the succession of generations is a key component of analytic work. In 
a reconsideration of the Loewald paper, Ogden (2006) noted, “For Loewald, the 
Oedipus complex is at its core a face-off between the generations, a life-and- 
death battle for autonomy, authority, and responsibility” (p. 655). Ogden explic- 
itly stated that to some extent we analysts must allow ourselves to be killed off by 
our patients less we diminish them. It is the natural order. We must not attempt 
to force our analysands to submit to our preferred ways of doing things. We have 
to understand that change has been set in motion and we cannot stop it. We 
must adjust as we take our ultimate place as ancestors to our analysands. 
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In the midst of our puzzled response to the Internet era and the transforma- 
tion of the frame, I think we have to face that there is no turning back from the 
cyberrevolution. By the end of 2014, one in six doctor visits was virtual (Topol 
2015). Patients will continue to text us, e-mail us, and Google us, even if we tell 
them we prefer not to have communications from them in those forms. They 
will continue to expand their mastery of cyberspace, and we must be prepared to 
live in the era in which our patients live. Leon Wieseltier (2015) reminded us 
that all technologies are used before the consequences can be completely 
grasped. 


CHAPTER 8 


Boundaries in 
Psychoanalytic Supervision 


GIVEN the fact that supervision has been so central to the evolution of psy- 
choanalytic thinking and practice, it is remarkable that the supervisory rela- 
tionship has been the focus of only a small number of significant psychoanalytic 
publications (Bass 2014). It has long been recognized that the personal analysis 
of the candidate and the supervised analyses during training constitute the two 
“enabling” processes of training. These two aspects of training are in contrast to 
didactic theoretical seminars, which, valuable as they are, belong to a different 
type of learning, one that is less dependent on interpersonal transactions. In re- 
cent decades, the majority of psychoanalytic institutes have gradually aban- 
doned the practice of monitoring the personal analysis of candidates. Earlier 
practices requiring that the evolution of the candidates analysis be “reported” 
to the training committees have gradually been abandoned by most institutes. 
The burden of the evaluation of the candidate’s clinical ability, therefore, has 
now been placed almost entirely on the supervision of control cases. 

Supervision is the process par excellence for the articulation of theory and 
practice during the training. The functions of supervisors demand that they 
question and validate not only the dynamics of the patient-analysand and the 
process and procedure of the analysis as it is being taught but also the theoretical 
basis of such dynamics and technical procedures. 

At a 1993 training analyst conference on supervision, the participation of 
the candidates was solicited. A group of candidates prepared a position paper 
(Casullo and Resnizky 1993), the final version of which was circulated among 
the participants. This beautifully written communication by the two candidates 
portrays the complexities and the potentials of supervision as it is viewed from 
the candidates’ vantage point. The candidates wrote: 


121 


122 Boundaries and Boundary Violations in Psychoanalysis 


The proposition is to let things emerge instead of making an imprint upon them, 
to let the encounter take place. It is expected of supervisor and supervised to 
cover together the same road towards transformation. Their aim is the encoun- 
ter, defined as the moment in which the supervising analyst is able to find the ad- 
equate answer to the needs of the candidate, helping him to emerge, creating a 
propitious situation for the development ofa new psychological structure in both 
of them, since no one remains unmodified after being creative in some way. (p. 3) 


Later in their document, they made the following observation: 


If we think a session is unrepeatable, what is re-created with the supervisor is a 
new emotional experience with the material. A new drama emerges. Under the 
supervisor's eye the candidate will begin to find it possible to contain his uncer- 
tainty, and if the supervisor is able to put up with his own misgivings in so far as 
the scope of his theories and his capacity to transmit them, he will then be ina 
position to guarantee the supervision space and [to accompany] the candidate 
down the road to doubting one’s beliefs and the collapse of one’s certainties. (p. 6) 


Freud, the first psychoanalytic educator, supervised his “candidates” con- 
current with analyzing them, often during evening walks through the streets of 
Vienna. Siegfried Bernfeld (1962), as quoted by Rudolph Ekstein (1960), re- 
called that Freud dismissed Bernfeld’s reservations about starting his first anal- 
ysis of a patient without benefit of supervision and said, “Nonsense, you go right 
ahead. You will get into trouble, and then we will figure out what to do about it” 
(p. 501). At this stage of the development of psychoanalytic theory and method, 
Freud saw no boundaries between analysis and supervision. 

Ekstein (1960) used the term ahistorical to describe this early period of psy- 
choanalytic education, during which the roles of analyst and supervisor were of- 
ten combined in the same person, that of a “senior” analyst. Michael Balint 
(1954) described the same period as prehistorical. No written records of the 
training procedures of this period exist. 

As training centers developed, and with the founding of the Berlin Institute 
in the early 1920s, a number of teachers became available. Gradually it became 
feasible and desirable to separate the role of training (personal) analyst from 
that of the candidate’s supervisor. For a number of years, the Hungarian group 
argued against this separation of roles as initiated by the Berlin Institute. Vilma 
Kovacs (1936) argued that the analysis of the candidate’s countertransference 
would best be accomplished by the training (personal) analyst, at least for the 
first control case. 

Publication of this position by the Hungarian analysts led to a sharp contro- 
versy that continued for several years. Opposing this view was the Viennese po- 
sition, represented primarily by Edward Bibring (1937). Bibring and his 
colleagues in Vienna stressed that the primary function of the supervisor was to 
teach and that the focus of supervision should be the candidate’s grasping of the 
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dynamics of the patient and learning of correct technical approaches to such dy- 
namics. Eventually, the Viennese position prevailed in most analytic centers, 
and the two functions, that of the training analyst and that of the supervisor, 
have remained separate ever since. 

In North America, Fleming (1969/1987), who wrote extensively on psycho- 
analytic supervision, came close to advocating an updated version of the Hun- 
garian position by suggesting that training analysts should take an active part in 
the evaluation of their analysands and that supervisors should also feel free to 
interpret the candidate’s countertransference, at least in cases in which such in- 
tervention was deemed necessary. The vast majority of analytic educators today 
would take strong issue with this position because confidentiality is seen as es- 
sential to establishing a psychoanalytic frame and psychoanalytic process. 


Boundary Issues in Supervision 


Although we still lack a common language when discussing the multiple issues 
involved in interaction and interactive processes in analysis (Richards 1991), no 
one presently disputes the fact that the interactive and intersubjective points of 
view have been gaining prevalence in psychoanalytic theory over the past few 
decades. Interactive processes, which Gediman and Wolkenfeld (1980) called 
multidirectional reverberations, are constantly in evidence during supervision. 
Supervisor and supervisee are continuously switching from the intrapsychic 
perspective of the patient on the couch to a variety of interactions that develop 
during supervision, including those between candidates and their supervisor; 
those among candidates, their analyst, and their supervisor; and those among 
candidates, their supervisor, and other supervisors. At any one time during su- 
pervision, a number of triads are in motion, guaranteeing complexity, confu- 
sion, and boundary crossings among the various individuals and institutional 
groupings that make up the system. 

The boundaries inherent in supervision are not identical to those in analysis, 
but there is so much overlap in terms of the potential for boundary violations that 
supervisory boundaries must be taken seriously. As Celenza (2007) has argued, 


there is a hierarchy and potential for exploitation embedded in the struc- 
ture of academic and supervisory relationships that must be taken into 
account. As long as these structural features are in place, the student’s su- 
pervisor cannot be considered free to consent and the relationship must 
be viewed within a context that is bound by professional ethics. (p. 65) 


These features associated with the potential for exploitation are obvious when 
there is a power differential based on the fact that the supervisor has evaluative, 
training, and/or employment placement functions. 
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By the very nature of the supervisory process, specific types of interpersonal 
boundaries are at play: educational boundaries (i.e., those developing and up- 
holding professional standards); boundaries based on a fiduciary relationship; 
and, finally, the altruistic ideal that the relationship is put in place for no other 
reason than the candidate's learning. 

In this chapter, I will not deal specifically with extreme boundary violations, 
such as supervisor-supervisee sexual relations, that are unethical because of the 
asymmetry of power in a trusting relationship. Such violations, as have been de- 
scribed in the literature (Celenza 2007), have much in common with boundary 
transgressions in other fiduciary relationships. Instead, I will deal with bound- 
aries specific to psychoanalytic supervision. 


Boundary Issues 
Treat or Teach 


The controversy between only teaching versus treating and teaching in super- 
vision has been extensively discussed in the literature and usually has been pre- 
sented as a dichotomy: treat or teach. Stated briefly, this position maintains that 
the two functions should not overlap. The function of the supervisor should be 
only to teach. When candidates show signs of a countertransference reaction, 
the supervisor should refer the candidates to their analyst. Otherwise, the han- 
dling of the candidates countertransference would constitute a crossing of the 
supervisory boundaries, which are seen as exclusively educational (i.e., as those 
between a teacher and a pupil). Violation of educational boundaries, it is main- 
tained, inevitably leads to a “wild” analysis; the supervisor cannot and should 
not try to enter into the candidate’s conflicts or unconscious fantasy. The main 
issue in the controversy is the distinction between upholding the educational 
goals of the supervision and the occasional need to inquire into the supervisee’s 
psychic reality to be able to understand better and convey to the candidate the 
dynamics of particular exchanges in the patient's analysis. 

Leon Grinberg (1970), in an effort to avoid dichotomous thinking, distin- 
guished between two types of issues in relation to the candidate's countertrans- 
ference: 1) cases in which obvious countertransference is at play and in which 
the supervisor refers candidates to their analyst and 2) cases in which projective 
counteridentification is taking place. In the latter, Grinberg stated, the supervi- 
sor should step in and deal directly with the candidate's difficulties. Grinberg 
drew a clear distinction between countertransference proper, always the re- 
sponsibility of the candidate’s analyst, and projective counteridentification, 
which remains the responsibility of the supervisor. 

Countertransference proper, Grinberg (1970) argued, develops when the 
material the patient brings to the sessions stirs up the candidate's own conflicts. 
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When the “affective response [of the candidate] can be the result of what the pa- 
tient has projected into him” (p. 379), however, one is dealing with projective 
counteridentification. The candidate unconsciously identifies with a “given as- 
pect ofan internal object or with certain parts of the patient’s self” (p. 379), which 
has been projected into him or her. This identification accounts for the fact that 
the candidate experiences emotions belonging to the patient or enters into en- 
actments suggestive of the patient’s internal self and object representations. 

What Grinberg (1970) implied in this communication is that countertrans- 
ference reactions are of a “deeper” origin, requiring analytic scrutiny on the 
couch, whereas the presence of projective counteridentification is easy to detect 
in supervision because it is right there. Furthermore, Grinberg believed that 
these processes of projections and identifications may take place between can- 
didate and supervisor as well. Not only do candidates in supervision reenact 
their unconscious interactions with the patient but, owing to the particular na- 
ture of the supervisory situation, they also evoke similar experiences in the su- 
pervisor. Grinberg was referring, of course, to the phenomenon of parallelism 
between the analysis and the supervision, a phenomenon broadly discussed in 
the literature (Arlow 1963; Gediman and Wolkenfeld 1980; Gross Doehrman 
1976; Sachs and Shapiro 1976). 

The mechanism of parallel process is not substantially different from that of 
enactment, whether in the session or on the outside. In all these cases, patients, 
candidates, or supervisors enact (or “experience”) what they resist remember- 
ing. Whether it is called projective counteridentification or a parallel reenact- 
ment in supervision, the unconscious identification of the candidate with the 
patient represents an aspect of the countertransference to the patient that is then 
reenacted in the supervision. 

Projections are not a one-way phenomenon. Just as the patient projects into 
the analyst, so does the analyst project into the patient. Similarly, in analytic su- 
pervision the supervisor may at times project self and object representations, as 
well as the affects connected with them, onto both the supervisee and the pa- 
tient. Another dimension of parallel process, therefore, is that the supervisor 
may project onto the supervisee in a way that parallels the analyst's projections 
onto the patient. For example, supervisors who find themselves “taking over” 
and telling the supervisee what to do and how to do it may be viewing the su- 
pervisee as passive, helpless, and dependent, in the same way that the supervisee 
views the patient as incapable of self-initiative and as requiring outside help 
from the analyst to become more effective and competent. 

Yet another parallelism in supervision and analysis is the containing func- 
tion. The analyst must contain and “detoxify” painful affects projected by the 
patient. Through a process of tolerating those affects, articulating their mean- 
ing, and linking them with various self and object representations, the analyst 
facilitates the patient’s re-introjection of the projective contents in modified 
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form (Carpy 1989; Gabbard 1991b; Ogden 1982). Something analogous hap- 
pens when the analytic candidate is having a good deal of difficulty with the pa- 
tient’s projections. Certain affects may then be evoked in the supervisor that 
resemble those with which the supervisee is struggling. The supervisor contains 
those affects and tries to find ways to help the supervisee use them productively 
in the process (Gabbard and Wilkinson 1994). Above all, the supervisor seeks to 
translate the affects into words that are useful to the supervisee in understand- 
ing the process. In this regard, it may be helpful in some instances for the super- 
visor to self-disclose fantasies and affects that are evoked by the supervisee’s 
account of the analysis. 

Parallel processes represent two complex boundary crossings: 1) analytic 
boundary crossings between the candidate and the patient and 2) educational 
boundary crossings between the candidate and the supervisor. A restricted ap- 
proach to the candidate’s countertransference in the supervision (i.e., dealing 
only with instances in which countertransference is reenacted in the supervi- 
sion as a parallel phenomenon) is not justified (Gabbard and Wilkinson 1994; 
Lester and Robertson 1995). In the great majority of cases, the supervisor be- 
comes aware of the candidate’s countertransference without the evidence of a 
parallel process. In other words, I maintain that the educational boundaries of 
the supervisory process are not clearly and firmly delineated from analytic or 
interpersonal boundaries, as the treat or teach dichotomy would imply. 

Francis Baudry (1993) maintained that the supervisor does not address the 
specific problems the student is having with the patient. I find this statement too 
general to be of value to the supervisor. The supervisor does indeed approach 
such problems by inviting the candidate to explore them. Supervisors use their 
own reactions to the material and the candidate’s reactions to it to point out the 
candidate’s blind spots, overreactions, and countertransference enactments. 
What should probably be avoided by the supervisor is giving interpretations to 
the candidate that involve linkages to childhood issues. 

This model of supervision depends, of course, on the existence of a sufficient 
level of trust and acceptance such that the supervisee feels comfortable with a good 
deal of self-disclosure. This trust may be interrupted because of the evaluative na- 
ture of the supervisory relationship. The progress made in the institute will be 
greatly influenced by the impressions of the analytic candidates supervisor. Hence, 
the supervision is always vulnerable to contamination by the supervisee’s superego 
projections onto the supervisor (Gross Doehrman 1976). Psychoanalytic candi- 
dates have been known to omit important material and even alter the events of the 
analysis because of their fear that their supervisors may in some way retaliate or 
punish them with a negative evaluation or verbal censure (Chrzanowski 1984). 
Shame, in particular, is a powerful affect relevant to the supervisory situation 
that may inhibit supervisees from fully disclosing their interventions with their 
patients as well as their feelings about the process (Wallace and Alonso 1994). 
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The Phenomenon of Multiple Triads 


Berman (2014) has described supervision as a phenomenon that is “at the cross- 
roads of a matrix of object relations of three persons (analysand, analyst, and 
supervisor), of a complex network of transference/countertransference pat- 
terns” (p. 530). He cautions against denying the emotional impact of supervi- 
sion, which is separate from its didactic purpose, and he warns that there must 
be an openness to resolving supervisory crises and stalemates. 

A number of triads are in motion during psychoanalytic supervision. Pro- 
fessional, educational, interpersonal, and analytic boundaries are involved in 
the process, and boundary leakage is often the result. The triad of candidate, 
training analyst, and supervisor is the most familiar ground of subtle and not- 
so-subtle acting out. The most frequently observed acting out of candidates in 
this context is the splitting of their transference between their analyst and their 
supervisor. Oedipal antagonisms, preoedipal conflicts, and other types of pa- 
thology may be enacted within this triad. Analytic boundaries between candi- 
dates and their analyst, as well as educational-professional and interpersonal 
boundaries between candidates and supervisors, are confused and crossed in 
several directions, and this often results in serious consequences for the training 
of candidates. 

Sarnat (2014) stressed that supervisory enactments are as common as ana- 
lytic enactments and just as informative. Exploring supervisory enactments 
may greatly enhance the learning process. She also stressed that with more dis- 
turbed patients, the supervisory work itself is likely to occur through the me- 
dium of supervisory enactment to a greater extent than through symbolic 
communication in many cases. 

One of the commonly described boundary crossings in this triadic system 
may take place when the training analyst and the supervisor belong to compet- 
ing theoretical groups (Berman 2014). Both the supervisor and the training an- 
alyst may, with varying degrees of intensity, transgress analytic, educational, and 
interpersonal boundaries in an effort to win the loyalty of the candidate. Such 
transgressions inevitably interfere with both the personal analysis and the su- 
pervision of the candidate. 

Educational and interpersonal boundaries also are transgressed quite read- 
ily in the triads involving the candidate and two or more supervisors competing 
with each other for the loyalty and the mind of the candidate. Finally, the inter- 
actional plane may include the candidate, the supervisor, and the institute, es- 
pecially in cases in which competing ideologies and theoretical positions create 
uncertainty and anxiety in the candidate. 

The conditions of the supervisory setting have much in common with those 
in psychoanalysis itself. Both involve private relationships in which a good deal 
of intense emotion is shared in intimate detail. Transferences and countertrans- 


128 Boundaries and Boundary Violations in Psychoanalysis 


ferences are operating, and a clear power differential is in evidence. In recent 
years, a number of sexual boundary violations by supervisors have begun to sur- 
face in psychoanalytic institutes. In private, other candidates have acknowl- 
edged that supervisors have made inappropriate sexual comments to them or 
have even made physical advances, but these incidents have gone unreported 
because the candidates feared that their advancement in training might be jeop- 
ardized by reporting such behavior to the education committee of the institute. 

The manner in which professional boundaries are respected (or disrespected) 
by supervisors has far-ranging significance for the candidates development. An 
internalization process occurs in supervision that begins with a superficial imita- 
tion, or “playing supervisor” with one’s patient (Gross Doehrman 1976), and 
eventually becomes consolidated as part of one’s analytic identity. If the analytic 
supervisor models a seductive or provocative interpersonal style in the super- 
vision, this quality may be subtly assimilated and eventually enacted with pa- 
tients in the analytic process. In one study of graduate students in psychology, 
Pope et al. (1979) noted that those who had had sexual relationships with su- 
pervisors or teachers had a higher subsequent incidence of sexual boundary vi- 
olations with their patients. 

Despite the complexities noted in this chapter, supervision is often not 
taught in the institutes or anywhere else, and every training analyst is expected 
to magically know how to function as a supervisor. A theoretical grasp of the 
psychoanalytic process and procedure is not sufficient for the optimal function- 
ing of supervisors. An understanding of the interactive processes taking place 
during supervision, their reverberation, and the potential for boundary leakage 
is fundamental to the functioning of the competent supervisor. 


CHAPTER 9 


Institutional Involvement 


THERE was once a deafening silence about the problem of sexual boundary vi- 
olations in the psychoanalytic profession. Within the American Psychoanalytic 
Association, a Committee on Psychoanalytic Education study group was formed 
in May 1996 to study boundary violations in depth. The first publication of that 
group (Gabbard and Peltz 2001) was titled “Speaking the unspeakable: institu- 
tional reactions to boundary violations by training analysts.” The title reflected the 
need to break the silence about the misconduct of colleagues. In reviewing cases, 
both those that came from within the American Psychoanalytic Association and 
those that came from other societies of the International Psychoanalytic Associa- 
tion, the study group often had a reaction of incredulity. Some of the boundary 
violations by training analysts were so egregious that it was easy to dismiss them 
as unimaginable when they came before the education committees of institutes or 
the governing bodies of societies. Denial was pervasive, and there was often a long 
delay before any action was taken to deal with sexual misconduct by training an- 
alysts. When the issue was finally addressed by an administrative body, there was 
intense ambivalence toward the boundary violator that led to conflicting wishes 
among those in adjudicating positions regarding the optimal course of action that 
the institute or society should take. Typically, there was extreme polarization be- 
tween those who viewed the training analyst as a victim of an unscrupulous pa- 
tient and those who viewed the training analyst as a psychopathic predator. The 
result was a paralysis that was made worse by a fear of litigation. 

In the British Psychoanalytic Society, such a paralysis occurred around what 
to do with the problem of Masud Khan (described in Chapter 2). When he came 
up for membership in 1954, one-third of the voting members cast a vote against 
his election to membership, but the two-thirds majority prevailed (Sandler 2004). 
Despite widespread knowledge about Khan’s egregious behavior, Winnicott 
sponsored his appointment to training analyst 1 year later. He was voted down 
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three times, but Winnicott persisted, and Khan was finally granted training ana- 
lyst status in 1959. In 1976, a serious sexual boundary violation complaint was 
brought forth by a candidate, and there was no ethics committee to hear the com- 
plaint. When the training committee considered the complaint and asked that 
Khan resign, he said he would “retire” (Sandler 2004). Khan was not actually re- 
moved from membership until 12 years later. 

Sandler (2004), after studying documents that were associated with the case 
of Khan, made the following observation: 


When the non-controversial signs of misconduct emerged following the formal 
complaint, it was very difficult for some of the people involved to believe and ac- 
cept the facts put before them. There was a general tendency to react negatively 
to the need for an investigation. It was felt as an unwarranted demand and an in- 
trusion, and some members became angry and resentful towards the bearers of 
the bad news. It is indeed quite extraordinary, and a testimony to the power of 
denial and splitting, that the question of how long Khan had misbehaved with 
his patients appears never to have been raised, particularly in light of the fact 
that rumours of inappropriate behavior towards colleagues, candidates, and pa- 
tients had surfaced over a prolonged period of time. (p. 37) 


Since that time, a growing literature has emerged on the subject. The litera- 
ture specifically focuses on the institutional and group phenomena in two broad 
aspects: 1) the role that institutional phenomena may play in the pathogenesis of 
sexual boundary violations and 2) the reactions of colleagues and institutions to 
the revelation of a sexual boundary violation. Regarding the first category, 
Celenza (2007, in press), makes a point that sexual boundary violations often 
are intimately connected to one’s relationship to power. After a transgression, it 
frequently emerges that an analyst’s stormy relationship to his or her institute 
may have been enacted in one way or another by the sexual relationship with the 
patient. Analysts may resent the regulatory control and authority of the institute 
and actively rebel against that body by an act of defiance that accompanies a fan- 
tasy of “going out in a blaze of glory” (Gabbard 1999) that will embarrass the in- 
stitute. The hierarchical structure of psychoanalytic institutes may naturally 
create a sense of rebelliousness in an oppressed analyst, and the sexual trans- 
gression may be viewed as having a liberating effect. The administrative struc- 
ture of the psychoanalytic institute may be perceived as a preexisting sadistic 
conscience with which the analyst struggles in his or her daily work (Celenza, in 
press). A perverse scenario in which the patient is a displacement object for the 
profession itself may be involved as well. In other words, when the analyst trans- 
gresses sexual boundaries with a patient, he or she may actually be motivated by 
a wish to degrade psychoanalysis itself, not simply the patient. 

Intergenerational transmission is another variable that must be taken into 
account in the pathogenesis of sexual boundary violations (Celenza 2007; Levin 
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2014). This effect is not confined to those who have been the direct victims of a 
transgressing analyst. The effect may occur as well with analysts who are ana- 
lyzed by a training analyst who had a sexual boundary violation with another 
patient. In one American psychoanalytic institute many years ago, a training an- 
alyst was expelled from the institute for engaging in a sexual relationship with a 
female patient. Twenty years later, two male analysts who had been analyzed by 
that training analyst also were expelled for sexual transgressions with patients. 
One could infer the possibility that the blind spots of the training analysts may 
be unconsciously transmitted to those analyzed by that analyst through such 
factors as failing to analyze incestuous or sadistic wishes in the candidates un- 
dergoing training analysis. 

Another way that group forces may operate is that there is often a secret ad- 
miration of the analyst who can “get away with” something forbidden. The se- 
cret envy and admiration for the transgressor can be traced back to Sophocles’ 
Oedipus Rex, in which the chorus remarks that Oedipus has done what most 
men merely dream of. Hence, there may be a hidden fascination that leads col- 
leagues to ignore boundary transgressions for an extended period of time before 
anyone reports the event. In consultation with institutes after a sexual boundary 
violation has occurred, it is commonplace to learn that many of the individuals 
in the institute had prior knowledge of inappropriate contact between the ana- 
lyst and the patient (Gabbard 1999). 

There are other ways as well in which an analyst may be unconsciously act- 
ing out group forces. As noted in Chapter 6, times of loss and grief may be high- 
risk periods for boundary violations. I have observed that Bion’s (1961) concept 
of pairing is a frequently useful way to understand the phenomenon (Gabbard 
2015b, in press). Bion noted that there are unconscious fantasies that lead 
groups to behave in a predictable way that diverts them from the task at hand. 
His basic assumptions fall into three categories: dependency, fight or flight, and 
pairing. These discrete emotional states were regarded as unconscious in origin 
but could be inferred from the behavior of the group. Bion’s initial observation 
was simply at a descriptive level, but he gradually recognized that the basic as- 
sumptions were clusters of defenses against psychotic anxieties that are ubiqui- 
tous. He also noted that the mechanisms associated with the paranoid/schizoid 
and depressive positions were also present in the basic assumptions. 

The pairing basic assumption is a cluster of defenses against depressive anx- 
ieties. The assumption in this instance frequently revolves around two group 
members that will reproduce and bring forth a “messiah” to rescue the group 
(Rioch 1970). There is a pervasive atmosphere of optimism and hopefulness 
and a belief that love will prevail against all odds. This excessively Pollyanna-ish 
attitude may be viewed as a manic defense against the group’s concern that de- 
structiveness, hate, and hostility also exist within the group. It may also be a de- 
fense against the sense of impending loss that is too much to bear. Thus, in brief, 
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pairing can be viewed as a manic reparative effort (Ganzarain 1980). As the 
name implies, pairing occurs in a dyad, but there is often an unconscious group 
that is present as an audience. 

Over time, I have noted that analysts who become sexually involved with a 
patient often become disillusioned, bitter, and resentful about their analytic train- 
ing, their analytic organization, or the analytic field in general. There may be a 
deep narcissistic wound in such analysts, a sense that they have not been treated 
in the way that they deserve to be treated. They may have been denied a promo- 
tion to training analyst or an administrative position. They also may feel bitter 
about their training analysis. In a significant number of cases, an analyst is un- 
consciously expressing something about the group of which he is a part, and there 
may be a pairing fantasy to deal with this painful sense of having lost his faith, lost 
his position, or lost his soul in the context of his analytic work (Gabbard 2015b, 
in press). In some cases, the fantasy of creating something new with a patient 
might be quite literal. One senior training analyst who fell in love with his pa- 
tient near the time of termination told her that he had ejaculated into a Baggie 
and had frozen his semen in the freezer in case, in the future, the patient might 
wish to bear his child. 

In many cases when boundary violations come to light, the analytic com- 
munity, as noted earlier, will suddenly reveal that there was some type of knowl- 
edge about the potential transgression. A supervisee might reveal that the 
analyst had tried to hug and kiss her. Colleagues may report that they heard sto- 
ries about breaches of boundaries for years. Hence, one can imagine that an un- 
conscious collusion existed prior to the enactment by the dyad. 

Turning to the second broad category of how groups and institutions are 
linked to boundary violations, perhaps the most striking aspect is the reluctance 
of institutes or societies to act on various reports or gossip that arise within the 
membership. As Galatzer-Levy (2013) noted, although preexisting institutional 
mechanisms often exist for sexual misconduct, they are seldom used except in 
extreme cases. He noted that the profound denial that accompanies boundary 
violations is in many ways parallel to the reactions to impairment and death in 
analysts that often lead institutes to a paralysis in dealing with dying or impaired 
analysts. 

The most common pattern in the aftermath of the exposure of the boundary 
violation by a colleague, as noted earlier, is a form of group splitting, in which a 
band of supporters of the transgressor line up behind him or her while often 
“blaming the victim” by attributing aggression, seductiveness, and even “evil” to 
the patient. On the other hand, a separate group of colleagues may feel profound 
betrayal by the boundary violating analyst and wish to extrude him or her for- 
ever from the institute or society. Celenza (2007) pointed out that there has been 
an expectation in recent years that sexual boundary violations would be less 
likely to occur because of widespread educational efforts to address how these 
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problems develop and what could be done about them. Hence, when boundary 
violations emerge, leaders of the institute are often furious that the educational 
efforts have not paid off. Many colleagues are also friends of the transgressor 
and feel that he or she has betrayed them by concealing what has been going on 
for some time. Often, there is the appearance of gross hypocrisy because some of 
the transgressors have spoken out against boundary violations and even taught 
ethics in a variety of settings 

The result of the split in the psychoanalytic community is remarkably rem- 
iniscent of the paranoid-schizoid position that Bion (1961) linked to the fight or 
flight basic assumption. Whereas pairing involves a manic hopefulness that 
something positive will be delivered as a result of the union between an analyst 
and patient, the fight or flight basic assumption is characterized by the fierce op- 
position of two diametrically opposed positions in which one side is all good 
and the other is all bad. Those who clamor for the extrusion of the analyst rev- 
erently believe that the expulsion of the “bad object” will heal the psychoanalytic 
community and solve the problem. Galatzer-Levy (2013) stressed that the ratio- 
nalization that expelling a transgressor will protect patients is clearly illusory 
because discharging someone from an analytic institute or society rarely affects 
the analyst's ability to practice. All it really accomplishes is removing the trans- 
gressor and the unethical act itself from the community’s ongoing awareness. 

Those who wish to extrude the boundary-violating analyst are often seen by 
the other more supportive group members within the psychoanalytic commu- 
nity as aggressive and unreasonable. Analysts are notorious for wanting to try to 
understand with compassion the causes of the problem rather than taking defin- 
itive action to deal with it (Gabbard 2015b). Galatzer-Levy (2013) noted that ap- 
proaching the transgressive analyst with kindness and compassion may actually 
be a symptomatic act. In the long run, the delay in making a decision about a plan 
of action may actually worsen the situation rather than spare pain for the analyst 
who has violated boundaries. However, trying to get to the bottom of the situa- 
tion is often stifled by what Celenza (2007) has called the “hyper-confidential” 
treatment bubble that is impenetrable by the analytic community. 

The primitivity reflected in the splitting operation that generally occurs in 
the psychoanalytic community manifests itself in other ways as well. When a 
prominent senior analyst is accused of sexual boundary violations, a significant 
percentage of analysts who know the individual may react with profound dis- 
belief. Their initial reaction is to assume that the patient is either psychopathic 
or psychotic. In one instance in which I was a consultant, one of the senior an- 
alysts said, “Even if it were true that he did violate the patient's boundaries, I still 
wouldn't believe it? Others react by assuming that the analyst who was the 
transgressor should return for more analysis. As Levin (2014) pointed out, when 
younger members of the psychoanalytic community engage in boundary viola- 
tions, it is often automatically assumed that they have not been analyzed suffi- 
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ciently. However, he stressed that there is a specious connection between having 
been analyzed and whether or not someone behaves in an appropriate manner 
within the profession. He persuasively argued that the belief that the problems 
lie in the individual unconscious of the analyst is a convenient way of avoiding 
the intergenerational trauma in psychoanalytic institutions. 

Disbelief is often a defensive position to mask the traumatic recognition that 
respected analysts have “clay feet.” It is commonplace for analysts in a commu- 
nity to say they are struggling with a serious question about whether analysis ac- 
tually works when they see what a colleague has done. Analysts have long had 
difficulties saying a behavior is “wrong” or “bad” Instead, they often try to un- 
derstand and excuse—“the poor guy just needs more analysis.” Many analytic 
organizations or ethics committees will nevertheless try to pass the matter on to 
licensing boards so as to avoid having to consider the matter. Although con- 
cerns about the cost of litigation are certainly justified, Marvin Margolis (1997) 
noted that this abrogation of responsibility in some ways is a repetition of the se- 
crecy and denial regarding experiences of incest that typify the families of many 
of the patients who experience sexual involvement with their analyst. 

Many analysts are not aware of the state laws that govern whether or not sex- 
ual misconduct must be reported. They vary from state to state according to 
whether doctor-patient confidentiality overrides the requirement to report. 
When one hears concerns about a colleague who may be involved in a boundary 
violation, it is useful to have a trusted colleague who is knowledgeable about pro- 
cedures as a “go to” person in the analytic community. Consulting with this indi- 
vidual relieves an analyst from the burden of struggling all alone with what to do. 

In the process of gathering information, it is essential that analytic organi- 
zations address the patient’s needs as comprehensively as addressing those of the 
analyst. The impact on patients deserves a separate chapter and will be dis- 
cussed in Chapter 10. It may be useful, however, to consider a mediation process 
(Gabbard 1994g; Margolis 1997; Schoener et al. 1989). In this approach, an an- 
alyst (often from another institute) with expertise and knowledge regarding the 
sequelae of sexual boundary violations agrees to meet with the accused analyst 
and the accusing patient. Mediation provides an opportunity for the patient to 
explain how he or she felt exploited and betrayed by the analyst. The analyst 
must sit still long enough to hear the patient out. In a great many cases, the an- 
alyst has rationalized the boundary violations in such a way that he or she is con- 
vinced that the patient was helped by the deviation from standard practice. 
Mediation creates a situation in which the analyst’s denial comes face to face 
with the patient’s insistence that harm was done. 

The mediation process also provides an opportunity for the analyst to offer 
an apology to the patient. Victims of sexual transgressions by analysts often have 
never experienced any acknowledgment from the analyst, the institute, or the 
society that something terribly wrong has happened. Legal advice to institutes 
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often takes the form of suggesting that no one must acknowledge any wrongdo- 
ing lest there be an increased risk of liability. Moreover, victims may find it ex- 
ceedingly important to receive an apology both from the institution and from 
the analyst. 


Assessment and Rehabilitation 


Boundary transgressors are often declared to be psychopaths without benefit of 
a systematic evaluation (Celenza and Gabbard 2003). Despite persistent com- 
munications (Celenza 2007; Gabbard 2015b) suggesting that only a small per- 
centage of boundary transgressors have antisocial or psychopathic features, the 
analytic community may respond with an attitude that is best characterized by 
“don’t bother us with the facts; we have made up our minds.” As a result of this 
hasty conclusion, the ethics committee of a psychoanalytic institute or society 
may feel that a thoughtful rehabilitation plan is useless. However, a careful as- 
sessment of the analyst’s potential for rehabilitation, followed by a plan that is 
tailored to the individual analyst, can be helpful in some cases in restoring the 
analyst to ethical practice (Celenza and Gabbard 2003). The decision about 
who is amenable to rehabilitation and who is not must be made on a case-by- 
case basis. 

The determination of the analyst’s suitability for a rehabilitation effort is 
greatly assisted by an independent, outside assessment (Celenza 2007; Gabbard 
1994g; Schoener et al. 1989). If such an evaluation is performed by an outside 
clinician or clinical team, it is important to make it clear to everyone that the 
evaluation for amenability to rehabilitation must be clearly separated from any 
disciplinary measures. Punishment or discipline is the purview of the ethics 
committee or licensing board of the state or province. The process for rehabili- 
tation is done in a clinical setting by clinicians who are knowledgeable about 
boundary violations and who are experienced in reaching reasonable conclu- 
sions about suitability. If the allegations have been substantiated but the analyst 
emphatically denies any boundary violations, the rehabilitation assessment can 
become a charade as well as a waste of time, energy, and money. There is a sense 
of absurdity in trying to evaluate someone for a rehabilitation plan when the in- 
dividual insists that there is no truth to the complaint. 

In some quarters there is skepticism about the capacity for analysts to be re- 
habilitated. There are many analysts and therapists who have committed sexual 
misconduct who are clearly not amenable to a plan that would lead to reentry 
into psychoanalytic or psychotherapy practice. They may have a complete lack 
of remorse, serious narcissistic or antisocial character pathology, and no moti- 
vation to examine their role in what has occurred (Celenza and Gabbard 2003). 
Others may have signs of early dementia. However, many other analysts and 
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therapists respond well to rehabilitation efforts. Hence, a sweeping statement 
that all boundary violators are beyond redemption is unwarranted. 

An independent assessment is essential. The intense reactions occurring in 
a psychoanalytic community as described earlier make objectivity virtually im- 
possible for those who work in the same institute with a transgressing analyst. 
Moreover, collateral information about the boundary violation must be pro- 
vided so that what the prospective evaluators hear does not come only from the 
analyst who is the subject of the assessment. The spouse or partner of the trans- 
gressing analyst may also be interviewed as part of the assessment because mar- 
ital difficulties are frequently part of the overall picture. Other collateral 
information in the possession of ethics committees or licensing boards is ex- 
tremely helpful in providing a thorough assessment. 

In some centers, a professional assessment of this nature is conducted by a 
team of mental health professionals with expertise in the area, including com- 
prehensive psychological testing. These evaluations may take 2 or 3 days and in- 
volve interviews in which the analyst's understanding of why it is unethical to 
engage in sex with a patient is an essential aspect of the evaluation. In addition, 
the analyst's personal life circumstances, recent stressors, difficulties in intimate 
relationships, and specific countertransference experiences must be part of 
these interviews. 

Evaluators should not be placed in the position of trying to determine the 
actual facts of what happened. Rather, they are trying to assess the analyst’s un- 
derstanding of what happened and how he or she is capable of reflecting on it 
retrospectively. An essential characteristic that argues for a potential for reha- 
bilitation is the presence of genuine remorse, which must be rigorously differ- 
entiated from narcissistic mortification (Celenza and Gabbard 2003). The latter 
refers to regret that is focused only on the ways in which the misconduct has 
damaged one’s sense of self-regard, self-worth, and reputation. Some form of 
narcissistic mortification is present to some degree in most transgressing ana- 
lysts, but an absence of appreciation for the damage brought to the patient and 
to the profession is a disconcerting sign. One also needs to assess whether the 
remorse is genuine or feigned. Evaluators are looking for an attitude of curiosity 
about the actual behavior, a sense of shock at the way one’s own value system has 
been betrayed, and the desire to explain the behavior without disclaiming re- 
sponsibility. Some individuals cannot truly empathize with the harm done to 
the patient, and they may offer comments such as “Of course I regret what I did. 
My life has been ruined. My family is steeped in shame. I would never do it 
again.” In such statements, the absence of reference to the harm done to patients 
is an important omission. 

A common occurrence in evaluations of this nature is that the analyst ar- 
rives feeling traumatized by the process of adjudication in his or her local set- 
ting. Although evaluators must empathize with what the analyst has been 
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through, they must avoid the countertransference wish to rescue the transgress- 
ing analyst. Similarly, they must guard against a wholesale contempt toward the 
analyst or toward the misconduct that occurred at the local institute or society 
(Celenza and Gabbard 2003). 

As a general principle, transgressing analysts who are on the continuum 
from lovesickness to masochistic surrender are much more likely to be amena- 
ble to rehabilitation than those who are predators. Nevertheless, the categories 
sometimes overlap, and as noted in Chapter 3, some individuals do not fit neatly 
into any of the categories and must be considered as unique or idiosyncratic 
cases. Those who are passionately “in love” with their patient may have only one 
transgression and have otherwise been ethical in their practice but may have 
difficulty seeing through the haze of “true love” to reflect on the damage they 
have done. 

Although female therapists and analysts are relatively infrequent as trans- 
gressors, when they come for an assessment, they are typically bringing histories 
of involvement with only one patient and are generally amenable to rehabilita- 
tion. Some seek help privately even in the absence of a complaint by the patient 
because of their shame and concern about what they have done. Very few have a 
history of systematic and predatory seduction, but these cases do exist (Celenza 
and Gabbard 2003). 


Shaping a Rehabilitation Plan 


Some analysts may be seen as being at high risk for further transgressions if they 
return to analytic practice and should be considered instead for other aspects of 
professional work. Some may do consultations, brief psychotherapies, or med- 
ication management (if they are psychiatrists familiar with general psychiatry 
practices). Others may perform administrative jobs within the mental health 
professions. Still others may have a plan that involves treating patients of only 
one gender. 

If an evaluee is determined to be suitable for a rehabilitation plan to return 
to analysis, the plan must walk a fine line between meeting the needs of the an- 
alyst and protecting the public from potential exploitation. The analyst may 
make powerful pleas to be allowed to return to more or less full-time analytic 
practice, and local colleagues may wish to give in to the analyst's desire because 
of their long-standing affection for him or her. The value of an outside consul- 
tant is that the analyst’s vulnerabilities may be more apparent, and the safety of 
the public may be given greater importance because the evaluator has no history 
of a close relationship with the analyst that might blind him or her to the lim- 
itations of the analyst. At the same time, local colleagues may have valuable in- 
formation about the analyst's long-standing patterns of behavior and character 
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that can assist the consultant in the evaluation. The ideal situation involves a 
close collaborative relationship between the ethics committee and the outside 
evaluation team. If the decision is made that a practitioner should avoid analytic 
work and pursue an alternative form of practice or administration, the rehabil- 
itation plan should probably be monitored by a licensing board or ethics com- 
mittee of the psychiatric or psychological society. 


Supervision 


Supervision is a component of almost every viable rehabilitation plan. The an- 
alyst who returns to the practice of analysis or intensive psychotherapy often 
wishes to choose his or her supervisors. It is far better if an ethics committee, a 
wellness committee, or some other entity assigns a supervisor. Allowing ana- 
lysts to choose for themselves may result in their selecting long-time friends or 
mentors who are particularly sympathetic and who may minimize the extent of 
the analyst’s problems with boundary violations. Analysts may actually select 
specific supervisors for those reasons. The supervisor selected by the external 
committee or the evaluation team, on the other hand, needs instructions to 
make a point of focusing on countertransference in general and boundary is- 
sues in particular over the course of the supervision. 

Celenza (2007) has identified a number of issues that are crucial to the su- 
pervision. The supervisor has a split allegiance in that he or she is being paid by 
the supervisee but is also required to make progress reports to an external 
agency, such as an ethics committee or licensing board. The fact that the super- 
visor is monitoring the transgressing analyst’s work and making reports to an 
external agency may lead the supervisee to provide only partial accounts of what 
is happening in the treatment. Hence, this situation must be discussed up front 
and the supervisor must be assured that an authentic supervisory process will 
take place. There also must be an agreement that countertransference will be 
center stage in the supervisory discussions, and early signs of problematic de- 
sires or feelings must be brought forth before they lead to a descent down a slip- 
pery slope. Obviously, the supervisor must be familiar with the boundary 
violation that occurred and the details of how it evolved. 


Personal Therapy or Analysis 


Part of the rehabilitation assessment is a careful evaluation of the optimal psy- 
chotherapeutic approach to the analyst. More analysis may be indicated in 
many cases. Sometimes, a more structured intensive psychotherapy process ap- 
pears to be the preferred modality. If serious difficulties in the analyst’s mar- 
riage or support system need to be addressed, a combination of individual and 
marital therapy may be recommended. Analysts undergoing rehabilitation 
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should not be in a position of choosing their therapist or therapists completely 
on their own. In some cases, the ethics committee or other monitoring organi- 
zation may view it as optimal for the analyst to return for more analysis with his 
or her previous training analyst. In other cases, a new analyst may be a better 
option. To provide the analyst who is being rehabilitated with some say in the 
matter, ethics committees can certainly provide several choices and allow the 
analyst to make the final decision. 

In any case, the treating analyst or therapists primary task is to provide un- 
derstanding for the patient (Gabbard 1994a, 1994b; Gabbard and Hobday 2012). 
Analysts or therapists who take on such cases must simultaneously do their best 
to create a Winnicottian holding environment while also maintaining a form of 
hypervigilance for the same modes of deception that got the patient into trouble 
in the first place. As with any kind of therapy, the patient will unconsciously cre- 
ate his or her internal object world in the transference-countertransference di- 
mensions of the treatment. The first order of business, of course, is to establish a 
solid therapeutic alliance. Addressing the confidentiality issues up front may be 
a highly effective way to build an alliance. The analyst or therapist, for example, 
may be able to negotiate an agreement with the monitoring body to limit the 
treating analyst's disclosure to one item: whether or not the patient is attending 
the sessions. Hence, no content is revealed outside the therapy. 

In the opening phase of the treatment it is also essential to listen compas- 
sionately to the analyst-patient’s experience with the institute, licensing board, 
or other body and attempt to empathize with how he or she is feeling even though 
the treating analyst knows there is another side to the story. An essential feature of 
the art of psychotherapy, of course, is the capacity to empathize fully without 
necessarily taking sides regarding who is right and who is wrong. An alliance can 
also be shaped through a process of collaborating on the goals for the therapy. 
An overarching goal must be a search for truth about the self (Grinberg 1980). 
This quest will be endangered repeatedly by various modes of self-deception. 
The patient may assert, for example, that he or she behaved unethically only be- 
cause of the specific situation and that this behavior was completely uncharac- 
teristic. This form of temporal splitting essentially is a plea that “I am not the 
person who did that some time ago. I have changed.” Therapists or analysts treat- 
ing this type of self-deception must clarify that the person who transgressed the 
ethical boundaries of practice is the same person in the patient role at the mo- 
ment. By insisting that the patient own these aspects of the self, the therapist is 
also stressing a simple fact: risk of recurrence cannot be dismissed entirely. 

Avoiding the trap of temporal splitting is related to the overarching task of 
repeatedly integrating the “dark side” with the patient's self-view as an altruistic 
professional. One also must be wary of any situation in which the patient ap- 
pears to be leaving out crucial information. Direct questions from the treater, 
such as “Is there anything you are leaving out?”, may be helpful. Moreover, the 
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systematic integration of the parts of the self that are projectively disavowed will 
create a more authentic sense of self that can absorb the unwanted urges and the 
shame-inducing wishes (Gabbard and Hobday 2012). 

Particular countertransference problems frequently occur in this setting. 
The therapist or analyst may periodically struggle with the desire to collude with 
the patient, to disbelieve that the patient is capable of lying or exploiting. The 
therapist may find himself or herself suddenly shaken by a fear that his or her 
judgment is mistaken on the basis of an incomplete understanding of the situa- 
tion. Many patients will have convinced themselves of an alternative version of 
reality in which they are more victim than perpetrator. The conviction with 
which they present their spin on truth can seem thoroughly believable and heart- 
breaking to the treater. Another common countertransference posture may be a 
feeling of “double agency” in which the treating therapist or analyst tries to 
“catch” the patient before another boundary violation occurs (Gabbard 1995b). 
This tendency may be accompanied by an unconscious or a conscious feeling of 
moral superiority that places greater distance between the treater and the patient. 

In the course of the treatment, the treating therapist or analyst may need to 
listen to a variety of rationalizations that are disturbing—that the transgressing 
analyst was trying to save the life of the patient and no one appreciates the pos- 
itive things that he or she did. The transgressing analyst may also hold the view 
that he or she has been manipulated by an unscrupulous patient. Some analysts 
may even wish for the treating therapist or analyst to validate their sense of be- 
ing in the role of victim when they violated the boundary. Finally, a common 
countertransference issue is to enjoy the details of the sexual transgression with 
a voyeuristic curiosity that embarrasses the treater. In any case, analysts or ther- 
apists who are involved in treating the transgressor are well advised to have reg- 
ular consultation with a skilled colleague. 


Assignment of a Rehabilitation Coordinator 


A rehabilitation coordinator is a key figure in the overall plan. This individual 
may or may not be a member of the ethics committee or other monitoring 
group. He or she may also be someone outside the local institute or society. In 
any case, the rehabilitation coordinator should, at the very least, be someone 
who is knowledgeable about issues of boundary violations and ethics proce- 
dures. The individual must be fully informed of the analyst-patient’s profes- 
sional activities and should receive regular reports from the clinical supervisor 
or supervisors and any administrative individuals if the analyst-patient is work- 
ing in an institution. The rehabilitation coordinator is the official liaison to the 
ethics committee or similar body and makes periodic reports (every 6 months 
or so) to the committee regarding the progress of the rehabilitation effort. In 
this model of rehabilitation, there is a deliberate separation of the coordinator 
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role from the treating analyst role, allowing the treater to preserve confidenti- 
ality and report only attendance to the rehabilitation coordinator. 


Return to Unsupervised Practice 


The duration of the rehabilitation program cannot be set arbitrarily. Reports of 
the rehabilitation coordinator to the ethics committee or other body provide the 
opportunity for periodic assessments (every 6 months or so) of how the program 
is working out. Supervisors may be asked to attend such meetings to provide 
their evaluation of how things are going. It is often useful to taper the number of 
meetings between the analyst and the rehabilitation coordinator as the program 
continues. Similarly, supervision can be tapered rather than stopped abruptly. 
Many highly motivated analysts wish to continue supervision after the rehabili- 
tation program is officially ended. The personal treatment must be negotiated 
between the treater and the analyst-patient. The duration of a typical rehabilita- 
tion plan may range from 3 to 6 years. Before a complete return to unsupervised 
practice is sanctioned, the analyst must have a careful re-assessment. However, 
it is advisable for any analyst who has had a boundary transgression to stay in 
some form of consultation or supervision until retirement. 


CHAPTER 10 


Impact on the Victims 


ONE of the most tragic chapters in the history of psychoanalytic boundary vi- 
olations has been the neglect of the victims. The historical trend has been to 
cover up the damage and ignore the pain, guilt, grief, and rage characteristic of 
those who have survived boundary violations. Those patients who dare to break 
the silence have sometimes been blamed for the bad behavior of their analyst. 
Moreover, reports by patients of what happened in analysis have traditionally 
been suspect. As one analytic teacher said to me decades ago, “Analysands are 
not the most reliable sources of information about what an analyst said or did. 
It’s called transference.” In addition, even when one had a reasonably clear mem- 
ory of an incident in an analysis, the interpretation of its significance and/or 
meaning might have been contested by the two parties who were witness to it. 

Doubting has been a major factor in the victims dilemma. As poignantly de- 
scribed by Dr. K in Chapter 5, the patient may question his or her reality testing 
to a certain extent. The whole experience of a boundary violation may be ac- 
companied by a feeling of unreality. How can one be certain of what is happen- 
ing in the clinical moment, and, perhaps even more challenging, how can one be 
certain of one’s recollection of that moment as time passes? It is only recently 
that we have had access to first-person accounts of these betrayals written by fe- 
male patients who are also clinicians. In the United States, in the context of a 
male patriarchy in organized psychoanalysis, women who complained were of- 
ten discredited or told that they imagined or dreamed the event in question. 
They might also be viewed as terribly destructive or “castrating” and bent on de- 
stroying the analyst. Even Dr. K, who showed great courage in her candid ac- 
count, was shielded by a cloak of anonymity. 

A significant breakthrough occurred with the publication of the account by 
Muriel Dimen (2011), herself a distinguished psychoanalyst. Dimen eloquently 
described her decades-long struggle to articulate what had happened to her ina 
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moment in 1973 when her male analyst French kissed her at the end ofa session. 
Although this “slip of the tongue” was never discussed between them, she was 
haunted by it throughout her professional career. She was hesitant to bring it up 
to her analyst because she could not afford to lose faith in the process. In her 
own words: 


So you don’t notice and you don't notice that you don't notice and you don’t bring 
it up, because you fear he will either disavow or acknowledge his role: if he is bad 
and denies it, then you are crazy, and if he’s good and cops, then you have no 
right to be angry and your anger makes you bad and so it’s your fault and voila, 
you have no right to speak at all. And you don't tell anyone else because you don't 
want them to tell you to leave the analyst whom you need beyond reason. (p. 72) 


Hence, there has long been a dialectic between knowing and not knowing, 
between doubting and not doubting, and between understanding and not un- 
derstanding. Behaviors or comments that struck the analysand as being outside 
the boundaries of technique may have been confusing. Did these special grati- 
fications reflect a good working alliance, as Dr. K in Chapter 5 wondered? Or 
were they departures from the frame that were emblematic of countertransfer- 
ence enactments? It is my impression that in the days when psychoanalysis was 
dominated by a male patriarchy, such things were particularly common when 
the analyst was male and the analysand female, as illustrated in the cases of both 
Dr. K and Muriel Dimen. 

To a clinician or analytic candidate undergoing analysis, the analyst’s depar- 
ture from conventional technique can be terribly flattering and become a well-kept 
secret between analyst and patient. After all, if one brings it up with the analyst for 
analytic scrutiny, the risk is that the analyst may stop it. Dimen (2011), reflecting 
on how she enjoyed her analyst’s enjoyment, noted, “I felt special, a treasure 
bought with shame” (p. 49). Dianne Elise (2015) makes a compelling point in 
her paper on reactions to betrayals in the analytic relationship in which no ex- 
plicit ethical violation is evident. She notes that what constitutes a nonsexual 
boundary violation may not be at all clear to the patient in a vulnerable position 
of trusting someone with his or her darkest secrets. As she notes, an analyst's 
character or his or her countertransference problems are difficult for a patient to 
recognize with any degree of confidence. Hence, the problems of knowing and 
not knowing and doubting but not doubting plague the analysand. 

I am familiar with a number of instances in which a brave patient ques- 
tioned what the analyst was doing only to be met with seemingly plausible jus- 
tifications for departures from the received wisdom. An analyst who was 
revealing all of his personal problems during the patient’s analytic hour invoked 
Ferenczi’s mutual analysis as a rationale for what he was doing. Another analyst, 
who hugged his patient at the end of each session, spoke of Margaret Little's ac- 
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count of how Winnicott would hold her hand during sessions, clarifying that 
there was a historical precedent for physical contact with one’s patient. In situ- 
ations such as these, the analysand may feel shame for even raising questions. 
The invalidation of the patient's concerns may be the beginning of a “gaslight- 
ing” process whereby all of these concerns are attributed to his or her individual 
pathology and inability to trust. 

Patients are clearly not in an ideal vantage point to determine what consti- 
tutes misuse of them for the sake of the analyst’s benefit. However, I would go 
further and suggest that analysts themselves cannot be sure when they are mak- 
ing narcissistic use of a patient and departing from what is optimally analytic or 
therapeutic for the patient. Isnt there always an element of narcissistic gratifi- 
cation when we are analyzing? Of course there is. No one would become an an- 
alyst if there were not such pleasure in helping others. When we publish clinical 
papers, are we not making some narcissistic use of the patient? Few would have 
the temerity to argue that good analysts somehow transcend these universal 
tendencies of the human condition. Here again, we encounter the impossibility 
of the impossible profession. 

In Dimen’s account, she experienced the transgression as a sexual violation 
even though overt genital contact was not involved. After the French kiss, her 
analyst said to her, “Oops, I’m getting a hard-on. I better stop.” I have heard 
many individuals accused of boundary violations insist that “there was no sex.” 
Dimen made it clear why a sexual violation does not necessarily involve genital 
or oral sex. The penetration that occurred, involving her analyst’s tongue and 
the words uttered by that tongue, was a penetration of an essential boundary 
that makes analysis possible. His sexual arousal reflected the fact that the analyst 
had not contained and processed his desire but rather enacted it. Although this 
incident occurred in 1973, it haunted Dimen for decades until she could finally 
put it into words. Like many victims of boundary violations, she experienced in- 
tense shame, and only by writing her account did she finally begin to master the 
shame. As Dimen (2011) noted, “It was psychoanalysis that named sexuality the 
site where pleasure and danger combust, each serving as the other’s fuel, yet this 
is the place where psychoanalysis keeps shaming itself, or being shamed” (p. 68). 

Dimen also noted that some colleagues told her that writing up the account 
made her “look bad.” One implication of such feedback is that Dimen, as a 31-year- 
old adult, had some responsibility or accountability for her actions. However, as I 
have argued throughout this book, patients do not have an ethics code and can ex- 
press desire as they wish without being held responsible. Analysis is asymmetrical 
by design. It is always the analyst’s responsibility to address, in words, whatever de- 
sire may exist between the analytic couple. Dimen noted how easy it is to forget, on 
a day-to-day basis, how at risk patients feel and how frightening it is to put one’s self 
in the trust of an analyst. 
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Subsequent Treatment of Victims 


To form a solid therapeutic alliance with their analyst, patients need to believe 
that the analyst is basically a good person who has the patient's best interests in 
mind. Elise (2015) stressed that a betrayal by one’s analyst results in an unrav- 
eling of the goodness that had been attributed to the analyst and leads to a re- 
placing of that goodness with a sense of deception and bad faith. The good 
internal object is lost, and the healing process from this type of disillusionment 
is a slow and complicated process. In the case of analysands who are in the field, 
the object of identification is shattered. As Elise noted, the patient has the task 
of going forward after the parental generation has collapsed and no longer has 
an ancestor who provides inner strength. The termination is a wrenching ordeal 
that does not allow for a systematic mourning process. 

Analytic candidates and mental health professionals may have significant 
doubts about their capacity to be an analyst. When they enter subsequent treat- 
ment to deal with the damage that has been done, they will start a new analytic 
process with a great deal of doubt. The subsequent treating analyst must have 
the humility to recognize that he or she does not actually know how the patient 
is feeling (Elise 2015). In my own experience I have noted a spectrum from 
those who feel protective of their former analysts to those who have murderous 
rage against the analyst and have symptoms of posttraumatic stress disorder. 
Some patients will actually say that they feel unharmed by the sexual or nonsex- 
ual boundary violations and sound like advocates for their former analyst, who 
they feel has been unfairly treated. A significant number of patients will come to 
subsequent treatment with extraordinary ambivalence and a sense of not know- 
ing what to believe about their previous analyst. Still others feel their lives have 
been destroyed and have difficulty functioning. 

Subsequent treating analysts may be dealing with patients who worry that 
they are to blame for destroying their former analyst’s reputation and “seducing” 
him or her. They may feel that they will be seen as “bad” or “destructive?” Ana- 
lysts in that situation may feel like jumping to reassure the patient that his or her 
views are exaggerated or unwarranted. However, this countertransference wish 
to reassure may leave the analysand feeling misunderstood and invalidated. 

Another frequent development in a subsequent analysis is that analysands 
may worry that the current analyst is a friend of the disgraced previous analyst. 
The patients may have a slightly paranoid stance as a result and worry that if 
they speak badly of the previous analyst, they will actually be disparaging a 
friend of the current analyst. It is also possible that patients will imagine that 
their current analyst regards the former analyst as “all bad,” so the analysand 
cannot speak of the former analyst as having any positive attributes. The current 
analyst might view such feelings as misguided or naive. The new analyst in this 
situation is well advised to acknowledge the inevitable ambivalence that the 
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analysand feels even when the new analyst may be struggling with how he or she 
regards the analyst in light of this drastic and misguided relationship with his or 
her former patient. 

In many cases, analysands will enter the new analysis without knowing what 
they feel and are reluctant to fully own the feeling that they have been betrayed 
out of fear that they are secretly to blame or out of fear that they are simply judg- 
ing their previous analyst unfairly. It may be helpful in these cases for the new 
analyst to empathize with the patient's feeling of betrayal because attempting a 
more neutral stance can be misconstrued as either a minimization of the trauma 
that has been done or a suspiciousness of the patient. Empathy can help the pa- 
tient elaborate without fear of censure from the current analyst. Whatever reac- 
tion the patient has to this empathy can, of course, be analyzed. 

A nearly universal feeling of the subsequent treating analyst is one of walk- 
ing on eggshells, trying to steer clear of the twin perils of colluding with the de- 
struction of the “good” aspect of the former analyst, on the one hand, and 
denying how “bad” the experience was, on the other. This tension about being 
viewed on one side or the other can create a virtual paralysis of spontaneity, 
which is a key feature of an effective analyst. The notion that an analyst must 
have the capacity for improvisation and spontaneity has gained wide acceptance 
(Gabbard and Ogden 2009; Hoffman 1998; Ringstrom 2001). Analysts must 
have a sense of freedom to be taken by surprise and to be caught up in the mo- 
ment. Loss of that capacity may take the “person” of the analyst out of the ana- 
lytic process and make the subsequent analytic treatment more austere than is 
optimal. 


Collateral Damage 


Another concern in the wake of a serious boundary violation in a psychoana- 
lytic community is the damage done to the other patients of the analyst. Recent 
contributions have focused on this theme and described the impact in some de- 
tail (Burka 2014; Wallace 2007, 2014; Young 2014). Just as the victims of 
boundary violations have long been neglected, the other patients of the offend- 
ing analyst often felt there was nowhere to turn to discuss their experience of 
losing an analyst. As Wallace (2007) noted, the boundary violations that occur 
in psychoanalytic communities are collective traumas that reverberate for many 
years. Candidates who are in training may lose their training analyst, only to 
confront one obstacle after another in trying to understand the reasons for the 
discontinuation of the analysis. Confidentiality concerns, although important, 
often obstruct any transmission of information to help the other analysands 
deal with their loss. Moreover, the educational needs of candidates in training 
analysis may be neglected in the process. 
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Wallace (2007, 2014) described her isolation as she sought help in dealing 
with the loss of her training analyst, who had been charged with sexual bound- 
ary violations. She noted that she was forbidden to talk about the situation with 
her colleagues or any other faculty member in her institute. The person she 
would most like to confide in, that is, her analyst, had been taken out of the pic- 
ture as well. She described herself as living in a paranoid-schizoid world. She felt 
loyal to her analyst because she felt she had received a very helpful treatment, so 
she found herself trying to understand the bad things that had happened while 
also trying to be the “good patient.” Colleagues asked her if she felt her analysis 
was tainted, and she came to realize that the metaphor of contamination was a 
prominent theme. She compared it to feeling “radioactive” and therefore un- 
touchable. This relative isolation encouraged an identification with her analyst 
to the point at which she experienced herself as his loyal protector and advocate 
while he was the wounded and accused victim. She would remain loyal to him 
while the other patient, who was viewed as “bad; was trying to destroy him. She 
noted a kind of vertical split within her in which she knew that it was possible 
that her former training analyst was guilty of misconduct while also not believ- 
ing it possible at the same time. 

In keeping with this model of feeling contaminated, Wallace (2014) noted 
that former supervisees or consultees of her analyst made comments such as 
“Tm afraid the supervision/consultation was tainted?” She herself was asked on a 
number of occasions, “Arent you afraid that your analysis was contaminated?” 
These questions concretized fears related to microbial invasion, which she ex- 
perienced as another type of boundary violation. This process, clearly a dimen- 
sion of the paranoid-schizoid mode of thinking, is characteristic of the analytic 
community. It involves a splitting and projective disavowal of personal vulner- 
ability—either as a patient vulnerable to boundary violations by an analyst or as 
an analyst vulnerable to boundary violations with a patient. In addition, because 
the persecuting objects are perceived as originating from external sources, ef- 
forts are made to avoid contact with a contaminated source and other contam- 
inated persons so that one’s skin will not be violated by the contaminants. 

Wallace (2014) poignantly described how the institute was “circling the 
wagons’ in their efforts to deal with the transgression of the training analyst, yet 
she was not within the closed circle but was rather an ongoing potential source 
of contagion. She also noted herself worrying about the possibility of intergen- 
erational transmission of boundary violations (Gabbard and Peltz 2001). She 
became concerned that she might have somehow internalized blind spots that 
were present in her training analyst such that she would unwittingly transmit 
boundary violations to her patients. Within the contagion model, a pathogen 
would go from her analyst to her and then on to those she treated. She later got 
into a second analysis in which she could work through many of these consid- 
erations regarding not having had a “real” training analysis. 
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Concluding Comments 


In discussing the impact on victims in this chapter, I want to clarify that the collat- 
eral damage from boundary violations is not limited to the other patients of the dis- 
graced training analyst. Reverberations of one boundary violation have profound 
effects on the entire analytic community, disillusioning many well-established se- 
nior analysts and troubling younger analysts and candidates about their choice of 
profession. The institutional responses of the senior administrative groups within 
the institute may also create concerns. One of the issues that has no easy solution 
is what to do with a candidate who has been the victim of a sexual boundary vio- 
lation by a training analyst. A difficult situation may arise. Patients who have been 
victimized by their first training analyst are generally directed to go to a new an- 
alyst despite the fact that they may be highly skeptical, even paranoid, about the 
analytic process. The victim trying to recover from what happened may feel ad- 
ministratively coerced to reenter a process that caused traumatic disruption. For 
some candidates the notion of lying on a couch again in front of another training 
analyst may simply rub salt in the wounds of the trauma. 

There are no easy solutions to this dilemma. Some candidates may be better 
served by a sitting-up psychotherapy that helps them with any symptoms of 
posttraumatic stress disorder and supports them as they integrate the traumatic 
experience into a sense of who they are. The decision about reentering another 
analysis can then be made in the context of a supportive treatment situation in 
which there is no coercion and in which the patient may think over the options 
as his or her mourning process continues. If the candidate wishes to return to 
training analysis, the candidate can be consulted about which analyst he or she 
prefers on the basis of past experiences with the available training analysts as 
teachers or colleagues in other settings. Some candidates may wish to take a 
leave of absence while they rethink their career plans. 


CHAPTER 11 


Prevention 


SINCE the first edition of this book appeared, there have been educational ef- 
forts in a variety of settings to raise consciousness about the universal risk of 
boundary transgressions. Panels on boundary violations have occurred at meet- 
ings of analytic organizations. Most psychoanalytic institutes have developed 
seminars to teach the knowledge base about how these boundary violations de- 
velop and what can be done to prevent them. There have been far greater insti- 
tutional awareness and improved reporting. Nevertheless, sexual transgressions 
with patients continue to occur on a regular basis, often among analysts and 
therapists who are well regarded and thoroughly familiar with the risks and dy- 
namics of boundary issues. As a result, I have become increasingly pessimistic 
about our capacity to prevent the occurrence of sexual relations between indi- 
viduals who practice psychoanalysis and their patients. I am even more pessi- 
mistic about preventing nonsexual boundary violations, which are nevertheless 
destructive and exploitative in light of the capacity for rationalization. Personal 
analysis, education, and the use of consultants have undoubtedly prevented 
some clinicians from transgressing sexual boundaries, and these efforts certainly 
must continue. However, my former optimism has waned because the capacity 
for self-deception is extraordinary. Using the “mental gymnastics” described in 
Chapter 3, analysts can manage to conceptualize how their situation is different 
from those colleagues who have had sexual boundary violations, and how in 
their particular case, no harm is being done. Moreover, the ethics research noted 
in Chapter 3 clearly indicates that we human beings have a tendency to see our 
own transgressions in a different light from those of others. Finally, the fluidity 
of superego functioning and its context dependence allows even ethical practi- 
tioners to find that they are exceptions because of special circumstances. 

More careful screening of applicants to analytic institutes may be helpful in 
some cases, although one often hears that with the decline of applications in re- 
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cent years, some less-than-ideal applicants are accepted for training. Strategies 
for dealing with erotic transference and countertransference may be usefully 
taught in technique courses, where they can be viewed as an expectable part of 
an analytic process with some patients. Supervisors can be alert to early signs of 
rescue fantasies and “specialness” in the supervisee’s account of a control case. 

Jacobs (1994) suggested that a thoroughgoing attempt to prevent boundary 
violations requires a hard look at the way that training analyses are conducted. 
He speculated that we may be all too ready to explore psychodynamic themes 
and underlying causes for antisocial behavior or unethical tendencies instead of 
confronting candidates with the consequences of their behavior and the impact 
it has on others. He noted that we can err on the side of being too empathic and 
too nonjudgmental and thus unconsciously collude with a candidate's deception. 
Jacobs also noted the necessity for training analysts to be particularly alert to any 
problems that candidates encounter in using self-scrutiny and self-reflection in 
their work. These difficulties act as red flags for a tendency to act rather than an- 
alyze and reflect on what is happening intrapsychically. 

Another feature of training analyses that must be considered essential is 
contemplating one’s own desire. Dimen (2011) pointed out that two analytic ca- 
pacities—to reflect on desire and to contain it—enhance each other. She drew 
an analogy to the parental observance and containment of the incest prohibi- 
tion. There is something sacred about the analytic relationship. We are privi- 
leged to be able to witness another person’s life in all its multifaceted 
dimensions. We must create a safe zone that is inviolate so that patient and an- 
alyst can both do their work. 

Education is certainly a necessary part of the preventive effort. As noted ear- 
lier, most psychoanalytic institutes today have ethics courses that include a dis- 
cussion of boundary violations. However, there is a widespread contempt for the 
need to have ethics courses, and there is often a pervasive attitude of “this stuff 
really doesn't apply to me” In addition, excellent education does not necessarily 
lead to ethical behavior—those who have transgressed sexual boundaries are 
not generally colleagues who are poorly trained. 


Role of Consultation 


Our best hope for the prevention of boundary violations involves regular con- 
sultation with a trusted colleague. A fundamental tenet of psychoanalytic life 
is that the unconscious will always be resisted. Hence, we have a great deal of 
difficulty honestly assessing our countertransference wishes and our rational- 
izations for stepping outside the frame in one manner or another. Therefore, 
our best hope for the prevention of boundary violations involves regular con- 
sultation with a trusted colleague. An outside observer of an analytic dyad of- 
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ten sees a variety of vulnerabilities that are invisible to the analyst immersed 
within that dyad. 

There is a fundamental paradox in the psychoanalytic training system. Fora 
period of several years, analytic candidates learn the psychoanalytic method 
through weekly supervision meetings in which they present process notes in 
painstaking detail to a supervisor, who assists them in understanding the intra- 
psychic and interpersonal processes inherent in the work. In most psychoana- 
lytic institutes, the candidate cannot graduate until he or she has worked in 
supervision with three or four different supervising analysts. Hence, the ana- 
lytic identity is forged not in a two-person situation with the patient but in a 
three-person situation that includes a supervisor, a patient, and a beginning an- 
alyst (Gabbard 2000a). 

At some point, the candidate graduates. What ensues can only be described 
as peculiar. After learning through the regular use of supervision every week for 
years on end, the young analyst is suddenly turned loose with the implicit or ex- 
plicit message that it is no longer necessary to talk to a colleague about one’s case 
because the analyst has grown up and is ready to fly solo. Observers might well 
wonder about the psychoanalytic view of autonomy. The fledging analyst, en- 
joying his or her newfound freedom, begins to encounter a variety of difficulties 
with the patient he or she is analyzing but may feel that it is a sign of weakness or 
inadequate preparation to seek help from a consultant. Many analysts in this sit- 
uation are convinced that they must solve their problems alone, without the as- 
sistance of a third party. As boundaries become fuzzier and the analyst is 
immersed in self-doubt, the possibility of a consultation seems even more re- 
mote because the analyst may feel that it would be humiliating to talk to a third 
party about the many mistakes and countertransference enactments that are oc- 
curring in the treatment. Often, this fear of humiliation is rationalized as a wish 
to preserve the patient’s confidentiality. 

I am personally convinced from my many consultations with therapists or 
analysts who have engaged in boundary violations that the use of regular con- 
sultation should be encouraged as part of standard practice, regardless of the 
level of the analyst’s training or expertise. Although predatory and psychopathic 
analysts will continue violating boundaries regardless of the presence or ab- 
sence ofa consultant, for most practitioners the introduction of a consultant has 
a highly beneficial effect on the analyst, including the prevention of escalating 
boundary violations. A brief vignette illustrates this point. 


A 45-year-old graduate analyst of considerable competence came to see me in 
consultation. With substantial embarrassment, she told me that she was feeling 
extremely attracted to a single male patient about her age. She informed me that 
he was professing his love for her in the sessions and he had stretched his arm 
over the pillow on the couch and asked her to hold his hand. She had complied 
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and had done this during several sessions. She also noted that she was extending 
sessions by 10 or 15 minutes, which was irritating the next patient, who won- 
dered why she was consistently late. The analyst told me outright, “I know this 
has to stop. It can only lead to trouble. But I have to tell you—it feels so good to 
have a man say ‘I love you: I’m divorced, and I have no one at home, and I haven't 
even heard a man say that in so long.” I told the analyst that the hand-holding 
and the session extending did indeed have to stop. I also felt that she had caught 
herself early on the slippery slope of escalating boundary violations and that the 
treatment was still salvageable. She agreed. I cautioned her, however, that when 
she set appropriate limits on her patient, a reservoir of rage that was currently 
being bypassed by the enactments would be tapped and that she should expect 
the patient to be intensely resentful. 

The next week, the analyst returned and told me with considerable relief 
that she had been able to establish clearer boundaries in the treatment, and, in- 
deed, the patient had expressed his anger rather forcefully. He accused her of be- 
ing just as depriving as his mother, and a latent negative transference had 
suddenly become manifest. The analyst felt a greater sense of mastery and was 
able to explore in some detail the patient’s fantasy of her subjectivity and coun- 
tertransference before the setting of limits. All this exploration led to new ma- 
terial in the analysis that had been suppressed through the analyst’s efforts to 
gratify herself and the patient. 


This abbreviated vignette demonstrates how effective a consultative inter- 
vention can be. It can stop the descent down the well-known slippery slope. It 
can get a treatment back on track. It can also provide the analyst with insight 
into particular blind spots or transference-countertransference enactments. Of- 
ten, the consultant identifies compartmentalized aspects of the analyst that are 
operating outside the analyst’s conscious awareness or that are split off in a cir- 
cumscribed area of the analyst’s personality that he or she hopes to hide from 
the scrutiny of a consultant or others. 


Resistances to Seeking Consultation 


It would be naive to blame the psychoanalytic training system as the sole culprit 
in the young analyst’s reluctance to seek consultation. Powerful intrapsychic 
and interpersonal factors also contribute to resistance. In my experience as a 
consultant, supervisor, and analyst, I have become convinced that the wish for 
specialness and exclusivity is a powerful factor in the choice of a career as an an- 
alyst or therapist. Analysts who have engaged in serious boundary violations 
with their patients often lose sight of the phenomenon of transference. They be- 
gin to emphasize the “real” relationship and feel that their uniqueness as a hu- 
man being, rather than their knowledge or technique, is a therapeutic factor in 
the treatment. They are terribly invested in being the “one and only” for the pa- 
tient, whom they see as desperately needing them for healing. 
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This intense need for an exclusive and special relationship with the patient 
obviously has roots in childhood. Britton (1989) described a patient's fantasy of 
aloneness with the analyst as a reflection of a childhood fantasy that only the pa- 
tient and the mother existed, which functioned to ward off an unbearable 
awareness of the father’s existence and the mother‘s relationship to the father. I 
am suggesting here that a similar fantasy may exist in those of us who choose 
analysis as a career. We have arranged our lives so that we have a succession of 
one-to-one exclusive relationships guarded by the mantle of a radical form of 
privacy. Obviously, there is a quasi-incestuous arrangement inherent in analy- 
sis, where the secrecy of the setting can resemble forbidden activity, in reality or 
fantasy, with one parent or the other. Hence, I am suggesting that at some level 
the practice of analysis represents an unmentalized enactment of the wish to 
have a parent exclusively to one’s self outside the awareness of the other parent. 
One might even infer that a particular form of seduction is an integral part of 
the unconscious fantasy associated with this enactment. In French psychoana- 
lytic thought, seduction as a fantasy is linked to the elimination or negation 
from intersubjective relations of one of the three axes of the triangular matrix of 
child, mother, and father (Roussillon 1998). 

Although there are many rationalizations used for not seeking consulta- 
tion—including lack of time, lack of money, and high regard for confidential- 
ity—at the core of many such resistances is the wish to not have the privacy 
shattered by a third party. After all, if one is that concerned about confidential- 
ity, one can talk to a consultant in another city and not use the patient’s name. 
The incestuous forbiddenness and the exclusivity dissipate with the entrance of 
the excluded other, which of course is exactly why consultation is so useful in 
preventing boundary violations. What has occurred in darkness has been illu- 
minated by the light of day. 

An analyst’s capacity to reflect what is going on with the patient may be com- 
promised by intense countertransference feelings, and the introduction of an 
observer restores a sense of reflectiveness in the process. In classical terms, this 
phenomenon might be referred to as an observing ego or an auxiliary superego. 
In more contemporary terms, the consultant brings mentalization to unmental- 
ized enactments—or symbolization to what has not yet been symbolized. 

Secrecy may be a pivotal factor in the consultation. I have routinely taught 
candidates and other students for years that anything the analyst feels should be 
kept secret from a consultant is exactly what should be shared with the consultant. 
A corollary to this principle is that when the analyst is engaged in self-monitoring 
or self-analytic tasks, a highly useful guideline is the following: anything you are 
doing with the patient in the analysis should be something you could feel free to 
share openly with a consultant. If you feel ashamed or uncertain about whether 
you can share it, this feeling of shame is suggesting that something has gone awry 
and that you should seek consultation in haste. 
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Corruptions of the Consultation Process 


I wish to be clear that consultation is not a panacea. There are many ways to cor- 
rupt the consultation process. I know of numerous instances in which an ana- 
lyst or therapist has been sexually involved with a patient even while having 
regular consultations on the case. This rather preposterous and bizarre situation 
is emblematic of what I refer to as the point of no return on the slippery slope. 
In other words, if the analyst seeks consultation early on, as the 45-year-old an- 
alyst did after she began holding her patient's hand, the process can be reversed. 
However, if the enactments have progressed to the point of extensive physical 
or sexual contact, the analyst is often so invested in continuing the physical or 
sexual relationship that no mention of it is made in the consultation. It is com- 
mon, for example, for an analyst to be talking about intense countertransfer- 
ence problems in some detail while omitting the fact of an overt sexual 
relationship—primarily because he or she does not wish to stop it. The result is 
a kind of “as if” consultation that is of no value whatsoever. 

It is generally useful for the consultee to describe the frame of treatment as 
part of the discussion with the consultant without assuming that the consultant 
knows exactly what sort of frame applies to the analyst’s treatment (Waldinger 
1994). In addition, the therapist should be describing the deviations from the 
usual professional boundaries and the rationale for doing so. Of course, this ap- 
proach requires an analyst or a therapist who is genuinely invested in receiving 
help from the consultant. 

Another common corruption of the consultation process is the so-called 
curbside consultation. In this situation, the analyst grabs a colleague for 5 min- 
utes while getting a cup of coffee or pulls the colleague aside at a social function 
with the idea that the consultant will affirm and validate what the analyst is do- 
ing. An abbreviated history of the patient is usually presented in 1 or 2 minutes, 
followed by a carefully edited description of a particular deviation from usual 
technique and the rationale for doing so. Often, the analyst’s question is posed to 
the consultant in a way that the consultant feels almost obligated to affirm the 
soundness of the analyst’s course of action. For example, the analyst may say to 
the consultant, “You don't see any problem with this, do you?” Or “I think you 
can see that I really have no choice but to gratify the patient in this situation” 
Even when consultees may genuinely desire help, they may unconsciously mis- 
understand or “not hear” the consultant’s words if they contradict the con- 
sultee’s wishes. 

This strategy of manipulating the consultation so that the consultant con- 
firms the therapist’s approach is not limited to the 5-minute curbside consulta- 
tion. Often, a consultant is sought simply so the therapist might get an expert 
opinion to minimize legal liability. Around 10:00 one night, I was watching a 
film in my home, and I received a call. The caller identified himself as a former 
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student whom I had not seen for approximately 10 years. He said that he was 
calling for a consultation with a difficult patient. I informed him that it was 
10:00 at night and that I preferred to be called at the office the next day. He 
pressed on and said that it was quite urgent that he talk to me right then. He ex- 
plained that he had been treating a young woman with dissociative identity dis- 
order and borderline personality disorder for about 6 months. She had been 
recovering memories of childhood trauma in the therapy, and she was becom- 
ing increasingly suicidal. With pressured speech, he continued to tell me in de- 
tail the nature of the recovered memories, the patient’s history, her family 
background, and the course of the treatment. 

He described his concern about her growing suicidality as she faced the 
memories of her past. Lamenting that she had no insurance to cover hospital- 
ization, the consultee had decided to try something “innovative,” which was to 
allow her to sleep in his office. Because she had frequent flashbacks to the 
trauma during the night, he had chosen to sleep at the office as well. He imme- 
diately reassured me that although he slept in the same room in case she needed 
him during the night, they slept in separate beds. He went on to say that he knew 
this was highly unorthodox, but he felt nothing less than this arrangement 
would get the patient through her current crisis. 

After about 25 minutes of this pressured account, I forced my way into the 
discussion by asking if he was calling for my opinion about what he was doing. 
He clarified that he wanted to be able to put in her chart that he had consulted an 
expert on professional boundaries and that the expert confirmed the soundness 
of the treatment plan. I made it clear to my former student in no uncertain terms 
that I did not confirm the soundness of the treatment plan. I told him that I felt 
that he was using me to protect himself from malpractice litigation rather than 
engaging me in a genuine consultation during which I could offer my observa- 
tions about what was going on. He fumbled a bit and assured me that he was in- 
terested in what I had to say. I told him that I thought he was in serious trouble. 
I told him that the treatment was completely out of control and that he needed to 
get this suicidal patient into a hospital and enlist another doctor as her primary 
therapist. He reiterated that the patient had no insurance. I informed him that 
his state had public hospitals for people who cannot afford hospitalization. He 
then told me that the patient had threatened to commit suicide if he sent her to 
the state hospital. I responded that the hospital staff would need to deal with the 
suicide threats, but he needed immediate help from a trusted colleague and 
needed to turn over the treatment to another clinician. He thanked me for my 
consultation and hung up. 

In retrospect, the entire consultation was a sham. I felt irritated and used, 
and the patient derived no benefit from what happened. I later learned that my 
former student had called at least four other consultants with the same story. 
This form of “consultant shopping” is another type of corruption of the process. 
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This case vignette also brings to mind the legal liability of the consultant. It is 
important to stress that sexual relations between therapist and patient are not 
considered dangerous in the same way that physical assault is. The consultant 
who hears that a consultee is having sexual relations with a patient has no recourse 
but to insist adamantly that the treatment stop and perhaps offer to see the patient 
and therapist together to end the treatment and to refer the patient to someone 
else. However, as of 2015, some states have criminalized therapist-patient sexual 
relations, and there is an obligation to report. Hence, each analyst or therapist 
must be aware of state laws regarding reporting. In any case, the consultant can 
document that the recommendation is to terminate treatment and that nothing 
short of termination is acceptable as far as the consultant is concerned. 


Concluding Comments 


In my opinion, we need to rethink our view of the analyst’s autonomy within or- 
ganized analysis. Our professional role and identity as analysts should include 
using consultants regularly. However, I hesitate to endorse a written require- 
ment because of the possible consequences often associated with mandates of 
that nature. The risk would be that consultation would become a meaningless 
pro forma exercise that no one takes seriously in the same way that documenta- 
tion for managed care or for Medicare becomes an empty exercise when nothing 
of importance is written in the record. It would be far better if the training cul- 
ture itself inculcated the notion that consultation ought to be something that all 
analysts seek on their own when they find themselves struggling with situations 
such as wishing to keep something secret, deviating from their usual practice in 
a way that causes concern, having patient-related rescue fantasies that they fear 
will get out of hand, or finding a particular patient extraordinarily attractive or 
appealing in some way. These are only a few of the circumstances that the ana- 
lyst should be self-monitoring, but the general spirit of training programs 
should be that no therapist completely masters countertransference and that we 
all need the assistance of our colleagues to help us chart the murky waters of the 
analytic process. It would also be of enormous value if senior role models made 
a point of endorsing consultation for themselves and their colleagues. 
Different models of consultation can be useful. In many cities throughout 
the country, groups of therapists meet once a week for breakfast or once a month 
for dinner and share difficult cases with one another for help and feedback. The 
advantage of this format is that a number of people become thoroughly familiar 
with the therapist’s typical blind spots and countertransference difficulties. 
They can also observe deviations from the therapist’s usual mode of working. 
The disadvantage is that confidentiality may be severely compromised when a 
group discusses a patient, especially if any of the colleagues in the group in some 
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way knows the patient. Also, in a group lacking structure, the basic assumptions 
of Bion (1961) may operate and may cause the meeting to deteriorate into a cha- 
otic situation that is not constructive for the presenter. 

Some clinicians prefer a long-standing one-to-one relationship in which 
two colleagues have mutual respect for each other and take turns presenting 
cases. In this situation there may be no charge for the consultation because of 
the reciprocity built into it. One advantage of this approach is that the vulnera- 
bility to feeling ashamed or embarrassed about what is happening in a treatment 
that is going awry is shared by both parties. By contrast, there may be an asym- 
metry of shame in which the roles of consultee and consultant are never varied. 

Probably the most important characteristic to consider when choosing a 
consultant is that the individual must be someone with whom you genuinely 
feel you can share anything. When there are major confidentiality concerns, this 
may mean a colleague in a different city. At the same time, however, we must be 
wary of a consultant who is so accepting that he or she might agree with what- 
ever the consultee presents rather than offer constructive criticisms when nec- 
essary. Finally, a basic component of the analyst’s state of mind should be an 
internal “consultant” with whom the analyst has an ongoing dialogue. Although 
I regularly use consultants in my own practice, in my reveries behind the couch 
I often imagine talking to a consultant and receiving help in a difficult clinical 
situation. In so doing, a third party is present, symbolization is maintained, and 
my capacity to reflect is preserved. However, because there is an inherent bias in 
the internal consultant’s point of view, we need to continue to rely on each other 
as well. Isolation is our enemy. We must feel that when it comes to difficult cases, 
we are not alone. 

The final preventive measure is one that cannot be legislated quite so easily 
as some of the others. It has to do with the way analysts choose to construct their 
lives. From early in their training, they become geared to a procedure in which 
they carefully put their own needs aside in the service of trying to tune in to the 
needs of their patients. A certain cost is incurred in this demanding and arduous 
procedure. The practice of analysis can subtly become a masochistic exercise in 
self-neglect and self-sacrifice. 

Many analysts see their first patient early in the morning and do not finish 
their office hours until well into the evening. They may then have little time for 
family interaction or fulfillment of their own needs for love and succor. Their 
primary contact with others involves seeing patients in the privacy of the con- 
sulting room. Their needs for human contact gradually may become directed 
toward their patients as they grow increasingly distant from the loved ones who 
ought to constitute their support system. Many analysts spend more time think- 
ing about their patients than about their spouse or partner. Although it should 
be obvious, most analysts neglect to see the connection between having an emo- 
tionally gratifying personal life and their effectiveness as analysts. 
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A supportive spouse or partner does not merely provide the analyst with the 
love (and sexual gratification) needed to face another day of grueling analytic 
work. He or she also helps the analyst to develop the necessary humility to deal 
with the intense transference-countertransference passions stirred up in the an- 
alytic crucible. When analysts feel they are indispensable and irresistible to the 
patient who desperately needs them, a loving spouse may remind them that they 
are not really as exceptional as they think. In fact, they are more human than 
otherwise. 
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“Gabbard’s stance is emotional, clear-eyed, compassionate, ethically driven. He 
is our ideal writer on this topic. What is finally clear, alongside Gabbard’s pes- 
simism about the eradication of these transgressions, is that any advance in un- 
derstanding and containing the destructive and self-destructive forces in boundary 
violations will require all of us both to think self reflectively and to be in dialogue 
with each other.” 


Adrienne Harris, Ph.D., Adjunct Professor of Psychology, New York University 


“In this state-of-the-art edition, Glen Gabbard offers a comprehensive overview 
of past wisdom and current insights into the persistent problem of boundaries and 
boundary violations. Written in his usual accessible style, this book spans a wide 
range in the most deeply thoughtful manner. He never shies away from inconve- 
nient truths of this complex yet rarely traversed terrain. Gabbard courageously 
made this taboo subject discussable; now he keeps us up to date as well. All 
mental health professionals should learn this essential knowledge from the ‘vener- 
able master’ himself.” 


Andrea Celenza, Ph.D., Training and Supervising Analyst, Boston Psychoanalyt- 
ic Society and Institute; Assistant Professor, Harvard Medical School; author, 
Sexual Boundary Violations: Therapeutic, Supervisory and Academic Contexts 


Th first edition of Boundaries and Boundary Violations in Psychoanalysis, pub- 
e lished 20 years ago, was groundbreaking in addressing a subject that was at 
that time considered taboo. This thoroughly revised edition contains a wealth of new ma- 
terial, reflecting the current knowledge and evolving attitudes about boundary violations. 
The volume, which is based on the author’s 30 years of experience evaluating, treating, 
and consulting on more than 300 cases of professional boundary violations, is essential 
reading for psychoanalysts, residents, training directors, therapists, and other mental 
health professionals. Perhaps the most obvious form of boundary violation is sexual, 
and the author examines how these situations develop, how they destroy the analytic 
relationship, and how different types of analysts transgress boundaries for different mo- 
tives, both unconscious and conscious. Other forms of boundary violations (for example, 
nonsexual and supervisory) are also addressed, including a fascinating and instructive 
chapter on cyber violations, a type of boundary violation that could not have been pre- 
dicted 20 years ago. 

Beautifully written and meticulously referenced, Boundaries and Boundary Violations 
in Psychoanalysis is an exhaustive, utterly current examination of a critically important 
topic and represents a vital contribution to the psychoanalytic literature. 
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